MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11227 CERTIFICATE OF DEATH 41216 


— 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residence befora admission) 
SE COUNTY: a, STATE b. COUNTY 
» Carrol]. MARYLAND Maryland - Baltimore 
b. CITY OR TOWN [if outside corporate limits, cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, writs RURAL and give nearest town) 
writa RURAL and give nearest town) s 
Sykesville 6mos »Uidays Baltimore 20 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS t= e. 1S RESIDENCE 
¥ a ON A FARM? 
- Springfield State Hospital __ __||__R#16, Box 331 Vso ea 
3. paa a First > Middle ~ Last | 4. DATE ‘Month ‘Day Year 
< * OF 
(Type or print) William Harry Austraw, st 28 October 15, 19 61 
5. SEX "16. COLOR OR RACE 7. MARRIED [APNEVER MARRIED []| 8- DATEOF BIRTH ° 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS, 


fast birthday) 


Male White 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


Caretaker 
13. FATHER’S NAME 


October 5, 1882 


igi Days | Hours Min, 


WIDOWED [] bivorceD [_] 


79 ys. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 


Bethlem Steel | Pennsylvania 


. MOTHER'S MAIDEN NAME 


12, CITIZEN OF WHAT COUNTRY? 


UsSeA. 


@: within 24 hours after 
attending physician and completely filled in by the funeral 
Then please remove carbon papers. Pages 1 and 2 should 


Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after death. 


, and that death occured ath. ROR the causes and on the date stated above. 


° 
oo 
2 
e 
& 
3 
& 
= 
3 William H, Austraw SusannahClark 
3 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address “F< 
£ (Yes, no, or unkown) | (Ifyesgivewarordates ofsarvice) Sprinefield H 4 R 
3 3° | le ES __~ __| 213.07-0785_|_ Springfie ospital Records 
Ser 1B. CAUSE 0 {Enter only one cause per line for (a), (b), and (c).] Lyi Geen 
Sofie PART I. DEATH WAS CAUSED 8Y, f 
Saya IMMEDIATE CAUSE (a!) Bronchopneumonia = ~ Days. 
© a5 1) q DUE TO 
z2c£ Conditions, if any, Whie »__ Urinary tract infection, _ — = _| Week. 
Pe oc) on¥e iilelo imriediate Gaus 
£225 (a), stating the underlying (- PUETO 
oo cause last. (ce) 
pH @ —— = — — eee: 
gs gt z on Tl, OTHER SCAN SPRETIONS CONTRIBUTING TO ee RELATED TO ue TERMINAL oe CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
meos e spe wit enile brain disease psychotic reaction. 
OGe6 z| “Gyst*in tert ey ves) how 
Li ol y we s - — — 
3 8 =) = 20a, ACCIDENT WAS UNDERLYING [J] 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part I or Part It of item 18.) 
& endl A & | OR CONTRIBUTING [] CAUSE OF DEATH 
mafic © [UF EITHER, NOTIFY MEDICAL EXAMINER) 

—-v9 i — = 
voss2 & [20c. TIME OF INIURY Month, Day, Year) 20d. INJURY OCCURRED | 20s. PLACE OF INIURY (Home, farm, > 20f. (City or town) (County) (State) 
Buzs a Hour a.m, While __Not While factory, street, office bldg. | 
2 2 a 3 = en 19 at work at work 1 

6 
HSOS a. | certify that {I} (this hospital) attended the deceased from.*} Soe H29 Weta, that (I) (we) last 
Bebe 
Le) me 
=e 
Orag 
Ht 
Ho 
Bos 
ao 
a 


bs saw the deceased alive on. 
a 22 ea ( ATTENDING MED STAFF 7b. SIGNED 
2 > mo. |PRYS. [] DIRECTOR [[} PHYS. 3C] 10/16/61 
De 22c. PHYSICIAN'S 22d. ADDRESS 
a aS NAMESVeS) ON Ck Dia sal, M.D. Springfield Hospital,Sykesville, Marylend 
s a le et ee dl oP oh had Stata ah hh tre tee Ae hei 
+7 $3 23a, BURIAL, CREMATION, | 23. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {State) 
me : REMOVAL (Specify) é ‘ 
eg? 1961 Zion Lethe temmers Run Ma 
VRAIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS, . REC'D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 
1/50 94h Boda Reso ds [pare OCT 17'61 vit S TGnsnm 


11228 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


Reg. Dist. 


12h? 


oi Carroll 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence 


b. COUNTY 


before pitta eZ 


MARYLAND 


“Maryland 


b. CITY OR TOWN (If outside corporote limits, write 


R pala nd axe ae Sele 


c. LENGTH OF STAY IN 1b 


yr elmo .8dys. 


c. CITY OR TOWN (If outside corporote limits, write R! 
Baltimore 


RAL ond give nearest town) 


Vd }- 


d in by the funeral director, 
Pages 1 and 2 shauld be filed with 


@ HebrstoffatadedthiiPage’4 


J i, d. NAME OF ee ha {If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
* as) OR INSTITUTION. ON A FARM? 
Springfield State Hospital 907 W. 34th St. ves] NOR] 
2. DECEASED First Middle Last 4. ae Month Day Yeor 
(Type or print) Marie Tressa Ayers DEARTH 10 26 1961 
I S. SEX 6. COLOR OR RACE ]7. MARRIED ff] NEVER MARRIED [-] |B. DATE OF BIRTH 9. AGE List IF UNDER 1 YEAR| IF UNDER 24 HRS. 
vost pi in Month: i 
female white —|woownQ vor | 9/17/93 08 iam) fics 
10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
John Treshmann i French 
INFORMANT Address 


mr ops! pec Eee IN U.S. ARMED kabel 16, SOCIAL SECURITY NO. 
sown) UF yes, 1ar or dates of 
no i 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (ch.] 


Springfield records Sykesville, Md, _ 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs after death., 


eae DEATIMMEDIATE CAUSE (0) Coronary occlusion minutes 
e' DUE TO 
Conditions, if ony, which w»__Arteriosclerotic heart disease including ears 
gove rise to i diot + 
Ressalleipactice ee ueueay DUE LO coronary disease, 


lying couse lost. «__Generalized_ arteriosclerosis 


years 
aan Past Il. ae aes anemia CONTRIBUTING TO DEATH th welt nee ae aner 2 GIVEN IN PART 1(0) (19. Bee et! 
onic brain syndrome associa urbance ef metabolism 
ae or nutrition wit +f ne Margin et 4 i yes) NO 


20a. ACCIDENT WAS UNDERLYING 17 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ! or Port Il of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


cate has been signed by the attending physician and campletely 


20c. TIME OF INJURY Month, 
Hour o. m, 


p.m, 


Doy, Year | 20d. INJURY OCCURRED 


While Not while 
lot work [_] ot work 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) 
foctory, street, office bldg., se 


(County) (Stote) 


MEDICAL CERTIFICATION 


Stee [Cit L. fie | 


NAMe(ye)_ Rita S, Glahn, M, D 
S e ee Se 


NAME (Type) 
7 ie er ae ‘OR CREMATORY 


retained by the haspital or attending physician. 


ITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed wil 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 
) 


Zo-“ 


LA 


TO FUNERAL DIRECTOR: After this cer 
page 3 shauld be detached far use as the burial-transit permit. 


2 Re 
2 INS pone gee? DIRECTOR'S aor ADDRESS 2da. REC'D BY REGISTRAR | 24b/, REGISTRAR’S SIGNATURE 
VS AIS (4) Ff, W 3h care MET 3 0 '61 
1SM 9/SB 


Bie 


The law requires that the death certificate be executed wi 


retained by the hospital ar attending physician. 


ITAL OR ATTENDING PHYSICIAN 


g 


TO FUN 


JERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


Pages 1 and 2 shauld be filed with 


Then please remove carbon papers. 


ransit permit. 


poge 3 shauld be detached far use as the buri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
411229 CERTIFICATE OF DEATH Reg. Dist, we 141918 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


a COUNTY | old marnano ||? S""Maryland b. COUNTY “Gale ip i 


b. CITY OR TOWN {If outside corporate limits, write |. LENGTH OF STAY IN 1b <. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


RURAL and give neorest town) ‘ 
= Westminster 9 days R. #5-- Westminster 


d. eer Ost Tak (If nat in hospital, give street address) d, STREET ADDRESS UNMN TO WN ko AO e. Baten 
Carroll County General Hospital : yes XM] No[} 


3. NAME OF First Middl 4. DATE Ye 
NAME OF irs iddle Lost Month Day ‘ear 


ireeter ind Ruth Elizabeth Baust Beata 10 131961 


Bi ae 6. COLOR OR RACE |7. MARRIED [A] NEVER MARRIED [-] | 8. DATE OF BIRTH i AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


last birthdoy) [a 
W wipowep[] —ssvorceo | 9/26/29 | jonths] Doys | Hours | Min, 


yrs. 
10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. wy (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) — 
Housewif tay ~~~ OME ARYL WD Us 

2 £ = : 14, MOTHER'S MAIDEN a i 

PIRE  FRIZZELL. 


13. FATHER'S NAME 


ORLANDO  FARVE 


115. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, oF unknown), | (It yes, give wor or dates of service) 


PS 
pone. HOLLIE. BAST. _WESPUNSTEL f 


1B. CAUSE OF DEATH [Enter only one couse per lige for a b INTERAL BEYVEEN 


PART |. DEATH WAS CAUSED BY: Ld zo 
IMMEDIATE CAUSE (a) TE A 


7 . 4 
5 LAX DUE TO \v Hi: # 4 
Canditians, if ony, which 4p hp A ¢Z A OMA Lg (4 CLL 


gove rise to immadiate 
couse (a), stoting Her. ( DUE is 
lying couse Iq 


Part Il ROTHER SIGNIFICANT CO! CyDEA 19. WAS AUTOPSY 
te 74 i 7 PERFORMED? 
; 4 4 AA yves(] No] 


200. ACCIDENT WAS UNDERLYING [). 206. FESCRIBE HOW INJURY OCCURRED. (Enter ‘hoture af injury in Part | or Port I! of item 18.) 
OR CONTRIBUTING DIACAUSE OF DEATH 
(IF EITHER, NOTIFY M@ A 


20c. TIME OF INJURY \Wénth, Day, Year | 20d, INFURY OCCURRED PLACE OF INJURY (Home, farm, 120%. (City or town) (County) (State) 
Hour 0. m, While Net while foctory, street, office bldg., etc.) 
p.m. Ww jot work [] ot work [J ' 


21. | certify that pi clierideds the defeaset from.__. 
4 and tho} death accurred 


MEDICAL CERTIFICATION 


alive ayf_. Lae aoe 
y ‘ 


ACTUAL 
SIGNAT 


PHYSICIAN'S 
NAME (Type) _/’\ . fi 


‘220. BURIAL, CREMATION, | 22b. DAT! P THEREOF m2 Pa OF CEMETERY THERM CREMA 


4 LOCATION (City, town, ar county) (Stote) 


BOATS” ee fa 196) 


23. FUNERAL DIRECTOR'S, fs, 


AGA lef vided 


TOWN NY 


24a. 1d. BY REGISTRAR 24b, REGISTRARS SIGNATURE 


an 
ae PEOCT 17°61 | astus fo He 


MARYLAND STATE DEPARTMENT OF HEALTH 


i 1 9 30 DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
« 


CERTIFICATE OF DEATH 1] 919 


camel 


as se £ f 
4 3 a 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If insittion: Residence before admission) 

f £0 °. °. b. COUNTY a 

ie! eS Maryland Frederick VA 
< ARE BW N [iF oukide corporote Finis, write], LENGTH OF STAY IN Th ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

g q gnd give nearest town ; 7. 

Ree Rural) Sykesville, Md. - limo. 2d. Frederick JOIN- 2 

es d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS @. IS RESIDENCE 
oral (OR INSTITUTION ON _A FARM? 

2: BQ Ulo pringfield State Hospital 127 North Market Street ves] No fy 
I iB 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 

Z ae ‘ 
@ 3% (Type or prin!) Charles Edward Beatty DEATH 10 10.1961 
meses S. SEX 6. COLOR OR RACE |7. MARRIED [BY NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {ln year [IEUNDER a de mals 
eee jonths | Doys | Hours 

Sut Bis male uhite |wowenq] —_pwvorceo] | 12-29-1893 erie 4 

ane ge Yoo, USUAL OCCUPATION IGivekiod oF ark dor] 10. KIND OF BUSINESS OR INDUSTRY |T1: BIETHFLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 § 35 luring most of working life, even if retir 

Soret rinter -- Maryland USA 

igs an 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

c.c . 

5 3 3 Harry J. Beatty Catherine Cassell 

ee ici 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 

Sosa; & 5 (Yes, no, oF unknown) (UF yes, give war or dates of service) - . 

8 23 unknown dnd seen Hospital Records 

2 £8 

5 ese 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 
“o sabaie PART |. DEATH WAS CAUSED BY: Rh ; Se 

zac ! , 

ee IMMESIAT Cane: jo)_____ Rheumatic Heart Disease years 

vo 2efe é 

=< a's - Z _ DUE TO 

S 

a. See if ye 6) « 

= o Conditions, if ony, w, \ 

$ 3 6 gove rise to immediote, als 

are: : 

3 Das couse (0), stoting the under- 

$2735 lying couse lost. © 

3235 4 Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
SSo2F6 = 5 . 5 z 

26885 $|_Manic Depressive Reaction, manic type. ves PF No 
Pe ES 2 | E [200 ACCIDENT WAS UNDERLYING C200. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

$225 ~ | & [OR CONTRIBUTING LD) CAUSE OF DEATH 

aeo2- @G | (iF EITHER, NOTIFY MEDICAL EXAMINER) <7 

Zoe & [20 TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
TiS a Hour o. mi While Natwhile foctory, street, office bldg., etc.) | 

zzz = p.m. 19 lat work [] ot work [J] { -- 

Gs 5 j ; 

zi 32 21. | certify that (I) (this hospital) attended the deceosed from... september. 12004) .j9 20-10... 196.L., that (I) (we) last 
3 ame sow the deceased alive on LOZLO/______ 19.61, and that deoth accurred at 2. 5M, fram the couses and an the date stated obave. 
e £6 Zo. SIGNATURE 2b, DATE a 
435 ATTENDING MED. STAFF 6 SIGNE 
i233 M.0.| PHYS. DIRECTOR PHYS. C 10-10-61 

O25 22c. PHYSICIAN’ 3 22d. ADDRESS 

28g ! Nawe (nee Yasuo Takahashi, M.D. 

ee 

eed 

° 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


Burtat"” | 10-23-1961 | Mount Olivet 


pee ht ees SIGNATY DDRESS 
ALA Hamsceed Ae #* 


v. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4s CERTIFICATE OF DEATH neg. om. J 1226 


oe 
\ 
i\ 


=< ce 
Hants 5 
eS 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instituion: Residence before odmisson) 
S 8 a, COUNTY R |. COUNTY 
e 38 LA ROLL MARYLAND “MARY L AW. CARROLL 
= . 3 b. Gina TOWN (IF Sages corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
3 5 ond, give eases! own) ere 
% 23 JE VSTER visiting! X WE INSTER Ravte FY 
2 22 ‘d. NAME OF HOSPITAL (if not in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
On ae x OR INSTITUTION ON A ae 
ce® 0 ANWCHOR SJ ves] No 
ta = 6 a 3. NAME OF First Middl a it 4. DATE jonth Doy Yeon 
~ = F 
@: peters E BNE A AR BAucH GEue bam Oct D BR. tb whl 
8 
2 


5. SEX 6. COLOR OR RACE |7. maRRieD EY NeveR MARRIED [] [8 OATE a BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR[IF UNDER 24 HRS. 
lost birthday) a 
ALE WH), 7 Lr Wivowen [) pivorcen [] GLA Z " vent agra eal 


10a. USUAL OCCUPATION (Gi Upp tind ot work done] 0b. KIND OF BUSINESS OR INDUSTRY @ ee LACE LE F foreign country} 12. CITIZEN OF WHAT COUNTRY? 
during mow of working fé, even if retired) 
LDb bf A Fil)a2tts = a Lid | Pi tS Lf 


7) Sy ae ae: 
ALD ge. VON AAG 28 
sey 1 WAS DECEASED EVER Dy 17, INFORMANT Ce, 2 CORK 
gy or unknowe) ie fe 
Lle Wile Lien Liha [Lbieb, AD tit J bet penaeoil (Dts 


4 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE Boor er ceay Jer ina St A gasUTEs 
f DUE TO 


in 72 hours after death. 


Then please remave carbon papers. 


Conditions, if ony, which (o . 
gave rise to immediote 
catse (0), stoting the under. ( PVE TO 
lying couse lost. (a) 
Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
yes not] 


20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, re Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour a, m. White Not sila factoty, street, office bldg., etc.) | 
p.m. lat work [] of work H 


21. | certify that | attended the deceased fram, Fa GST ___, 19, 2, ta_, CTO Ee 19.61. that | last saw the deceased 


alive an__Ox TORER Ib. wel _, and that death occurred at 1 7 44.M, fram the causes and an the date stated abave. 
= ADDRESS (Street, city or town, stote) PATE SIGNED 


Pot ee © oOvey we 2 pews) fol 
Rees DAW | = EL WwELLWER Wests Le Stee 


TAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with’ 


retained by the hospitel ar attending physician. 


MEDICAL CERTIFICATION: 


‘AL DIRECTOR: After this certificate has been signed by the attending physician and campletely 


the registrar priar ta burial, crematian, or remaval, and in any event 


page 3 shauld be detached for use as the burial-transit permit. 


SSE = |_NAME (Type)_ {7 FU ei de VE WI wt 
= 22. BURIAL, CREATION, 2b. LNG 2d ATJQN (City, town, of county) > [Stgte) o> 
Bie a, X, bLhtit lists, bldg . 
= ad a bird) CP RAE OF REGISTRAR’S SIGNATURE 

Ws Als 40 oe nto & Piane 


s 
zy 
3 
& 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


11232 CERTIFICATE OF DEATH ji221 


—_ 


~ 
% py] 1: PLACE OF De 2. USUAL oP (Where sed lived. If institutian: Residence before ros 

8 Bo. ae COUNTY 

a B y, MARYLAND ro ta 

ie b. CITY OR“POWN {If outside carporate limits, write | c. LENGTH OF STAY IN 1b . CITY £ Vide {Poutsi a a write "Ge ‘ond give neares! ae 

FH RURAL and give negrest town) 

3 Sp wet 1 LAD. Sore | EAD /Tar lp wile 

#2 d. NAMEAF HOSPITAL (If not in hospitol, give street oddress) [. STREET iS SS 6. IS RESIDENCE 
6 OR INSTITU: Ld 

5 A Ba BIA we NOL 
a 


4. care nih oy —_ 
DEATH hot AI= iste 


Poges | ond 2 should be fi 


the Stote Boord of Heolth prior to buriol, cremotion, or removol, ond in ony event, within 72 hours ofter death. 


tn AMR dorperer ae are 


5. SEX 6, COLORAR RACE |7. ee NEVER MARRIED [] |8- a OF BIRT 9. AGE (In yeors [IF UNDER EE TE UNDER 24 HRS. 
pe V4 lost birthdoy) [Months] Days | Haurs| Min, 
@ VIG /C- LOAILE) \wivoweo pivorceo [] 26 IF yrs. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR zn 11, BIRTHPLACE (State or fareign country 12. CITIZEN OF WHAT COUNTRY? 


dprigg mast of working life, eveg if retired) 


ULC C7 feo @Are. FAM SAS 


V3, FATHER'S NAME 14. MOTHER'S MAIDEN a 


Oe aie [= xhe hele Bes TINFORMANT 002 kh, 
aWe—|Freduct BERRY La +e PS, EAR Hyd, 


1B. YO | ‘OF DEATH [Enter only one cause per line far Vay: ), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o], taal rae L4 ye Cop fy’ ‘a 


Ye9 eae) DUE TO : 
Condition’, if any, ‘which bo) (aataty 


gave rise to immediote 


Then pleose remove corbon popers. 


The low requires thot the deoth certificote be executed wit! 


ficote hos been signed by the ottending physicion ond completely filled in by the funerol 


couse (0), stoting the under. ( DUE TO 
lying couse last. © 
5 Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. MAS ee 
eal = 
( 3) isha yes] No 
a = [ 200, ACCIDENT WAS UN, RLYINOE = 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | ar Part I! of item 1B.) 
& | OR CONTRIBUTING: a a ee 
& | {ie citer, NOTIFY MEDICAL EXAMINER) 
ie 20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 20e. pee OF Uae atin farm, 7 20F. (City ar tawn) (County) (State) 
3 Hour gm white Nat while eefotueetreel oance ey 
‘3 p.m. a work ae _—_ 


iL Ycw A that (I) (we) last 


21. | certify that (I) (this has; +a the deceased framf¢ Le “a d A. atk ta y a3 
GaSe : 


saw Yeceased alive a 19. and that death accurred at 3AM, fram the causes and an the date stated abave. 
2a. Sid 22b. DATE 

ATTENDING. MED. STAFF ELS 

ee M.D. | PHYS. y-« DIRECTOR PHYS. £0 ~/ 37 =-G 7 


22d. ADDRESS 


Pit mis 56 ner £ (Bush. win| [ion as LEAD.Lfab tf fable. 


retained by the hospital or ottending physicion. 


TAL OR ATTENDING PHYSICIAN: 


UNERAL DIRECTOR: After this certifi 
poge 3 should be detoched for use os the buriol-tronsit permit. 


of ISBORIAL, Cl aga? ON, CL, DAY 19={ CANCE ME OF CEMETERY OR CREMATORY f= u IQN (City, town, or county) (Stote) 
g BEMOVAL (Speqff) ‘ 
eg a a a AAMR 
28 \) mLBVERAL DIRECTOR'S Uke DDRESS Bio. REG BYMEBIGTIAR | 2. REGISTRARS SIGHATURE 
fal ¥ ilar Sf Feat 
5 (4) DATE 
iM 9/59 


—a 


in by the funeral 
ages 1 and 2 should 


o 
~~ 


eo within 24 hours after 


id completely fil 


Wan an 
Then please remove carbon papers. 


a 


MEDICAL CERTIFICATION 


4 
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s 
‘a 
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5 
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After this certificate has been signed by the attending physic 


ined by the hospital or attending physician. 
hould be detached for use as the burial-transit permit. 


PITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be e: 
DIRECTOR: 


Page 4 may be retai 
be filed with the State Dept. of 


director, page 3 s 


> TO FUNERAL 


anes | 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1233 CERTIFICATE OF DEATH ‘ 


1. PLACE SA DEATH = 2. USUAL RESIDENCE (Whare decaasad livad, If institution: Residence before Serieslon) 
Y 


<a Carroll MARYLAND eae Maryland Pe Balto.City ~ 


B. CITY OR TOWN (if outside comporata limits, | c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end giva nearest town) 
‘write RURAL and give nearast town) ey 


Sykesville lyr. 2 mos. Baltimore 2h an 


d, NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give straat address) ~d. STREET ADDRESS ®. 1S RESIDE 
ON A FARM? 


| __ Springfield State Hospital 4 3407 E. Fayette St. ves [] NO [3E 
Yar 


3. NAME OF First Middle Last A hed “Month Day 
DECEASED 


(ibe oF print Otto Boettger Dearxh © October 20, 19 62 


5. SEX 6. COLOR OR RACE|7, MARRIED [AfNever MARRIED [-] | 8: DATE OF BIRTH ~ |9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 


Male White wipowe [] _bivorcep [] November 1, 1888 99 yn ‘a guile | e 


10a, USUAL OCCUPATION (Giva kind of work JOb. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working lifa, avan if ratirad} 


Brewer : - Maryland ; U.S.A. 


13, FATHER’S NAME = = < 14. MOTHER'S MAIDEN NAME 


John Biettger Marie Pieas: 


1S, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 7 ~ Address 
(Ys, no, or unkown) | (Ifyasgivawaror dates of sarvice) 


) - - Springfield ‘Hospital Records 


1B, CAUSE OF DEATH [Enier only ona cause par lina for (a), dt] : = . ;. : "| INTERVAL BETWEEN 
PART |, DEATH WAS caus ey. Arteriosclerotic cardiovascular disease _| Years 


DUE TO 
Conditions, if any, which (b) 

gave risa to immadiata causa 
(a), stating the underlying { DUETO 
causa last, ei (c) : 
CBS OTHER oo ewe CONDITIONS CONTRIBUTING TO DEATH ie NOT Re ‘a. Wie re TERMINAL DISEASE CONDITION, GIVEN IN PART i(2}| 19. WAS AUTOPSY 

assoc.with cere bre artertosel eros th psychotic reaction, PERFORMED? 
sis. | ves []_ no kd 
20a, Pulnie WA b. DESCRIBE HOW INJURY OCCURED, (Enter natura of injury in Part | or Pert Il of itam 1B.) a 


OR CONTRIBUTING [] CAUSE OF DEATH ( 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) {State} 
Hap seen Whila Not While factory, straat, offica bldg., atc.) | 
at work [_] at work 


Pom, 19 
21. | certify that (I) (this hospital) attended the deceased from. AUgUS. », that (1) (we) last 


saw the deceased alive on.. Oct. ober. Agi 19. 61, and that death occured 4.2Q0AM trom the causes and on the date stated above. 
22a. SIGNATURE 22b. DATE 


Lef Za .D. as oo DIRECTOR fal mite, Ls] 10/2670. 


22d. ADDRESS 


Agustin delCampo, M.B, 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, “NAME OF CEMETERY OR CREMATORY 23d. LOCATION “Tey K town or county} {Stata} 
OF ‘ 


“hortal” | oct. 23, 1961 Parkwood Cemetery Md. 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR‘'S SIGNATURE 


Ullric_h Funeral Home, Baltimore, Md. DATEQCT 2 4 ‘64 Cskbur £ Meas. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAN 


411234 CERTIFICATE OF DEATH I 23 


5 By 
2 & TSERACE Gr DEATH | 2, USUAL RESIDE) esed lived, If institution: Residence before edmission) 
2 4 a. STA) ‘ b, COUNTY 
tad 2 
A ose Carroll ___ MARYLAND : Patst Caroline 
C3 “un b, CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corp. its, write RURAL and give neerest town) 
<« Fav write RURAL and give nearest town) < ae 
Spee Henryton 17 Days General Delivery ~ = 
£ pean ) d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give sire! address) ~ d, STREET ADDRESS Tia *. 1S RESIDENCES 
= 225 és 2 
aa Henryton State Hospital || General Delivery ,Federalsburg, | yis[] no 
Bee 3. NAME OF First Middle Last 4. DATE Month Dey —‘Yoor 
a 2 DECEASED OF 
@ 2 (Type or print) Floyd Bost | DEATH October 21 19 61 
os “5, SEX 6. COLOR OR RACE] 7. MARRIED [PY Never MARRIED [-] | 8+ DATE OF B/PTH aie 9. AGE [In years EENDEN Tene Ag ee 
fl mn. 
= 5S. Male Negro wiDOWED ovorcen[]|May ° 95 1924 47 ima 
3 &e $ TOs. USUAL ep ea gD kind a work | 10b. KIND OF BUSINESS OR INDUSTRY | i: cik HPLACE (County & Stele, or foreign country) _| 12. CITIZEN OF WHAT COUNTRY? 
2 Oo lone durjng most of working life, fired) | 
= RES Laborer” e"""""9 | No record | Concord, North Carolina U.S.A. 
s = ~ et __ = . ~ ES Eee a Se ‘ ‘ : = 
Ene gi 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ite Ss 
8 £35 Samuel Bost Molly Bost 
5 Vas ? “<j — , ee ee ee ee eee f 
seats aa 1g, WAS DECEASED EVERIN U.S, ARMED FORCES? / 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
2 283 ‘es, no, of unkown) | (Ifyesgiveweror detesofservice | i 
Sy eS8 No 98-07-9788 | Leonard Bost- 4910 Hooper St., Phila.Penna 
<£ ete S 18. CAUSE OF DEATH [Enier only one ceuse per line for (e), (b). and (c).) 7 ry Rae rei! 
Pal ON D 
sobs PART |. DEATH WAS CAUSED 8Y: . cutie ts 
ego BS RTL DEATH MEDIATE Caust e) Far adv. bilat. pulm. tbe., Cavitation. ie 
Se525 oe Aw,4 DUE TO 
Soess . . . : 
pecre Conditions, if eny, which » Cardiovalcular disease. Myocardial infarction. 
85526 se ire teal ——— wes = — ——*}— 
375 geve rise to immediete cause 
= ao Pes (a), steting the underlying (~ DUE TO 
ag = a couse lest, - te) 
eS = ——_— = = 
Zee a z PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19. WAS AUTOPSY 
BSvo Q 
3) are 9 5 ves [] no [] 
SS = ais 
Be s 32 = Bde, ACCIDENT WAS UNDERLYING: Et) 208. DESCRDE HOW INJURY OCCURED. (Enter neture of injury in Port | or Perl Il of item 18.) 
5 01 i] IN‘ A 
H2z2<« & | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Os se 8 % | 20e. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. UAE Cr INTL age 20F TC or Rena count. » Grete} 
sy = ii a ictory, sireet, office ig., ete. 
a 5 Hour a.m, While Not While 1 
ass 53 = a 19 jot work [ ]} at work [_] i 
Anaad : 
p2oss 21. I certify that (I) (this hospital) attended the deceased from..GwotkmO@} cs 1 Wore POD Qe Brcrsnr 19.631 that (1) (we) last 
m8 Os 2 saw the a oe on... OG tober...21.19.61., and that death occured at. 4.2 OP Brobi the causes and on the date stated above. 
on oar 
meee sd ie. SIGNATURE 22b, DATE 
OfB.S meee Lh. Pa “4 ATTENDING MED. STAFF SIGNED 
me ihe ora mv. | PHYS. [—  Direcror [1] PHYS. [] 
ae £ * “a Bea: MM 
< og Qe 22e. PHYSICIAN'S 22d, ADDRESS 
= NAMSeljpn2 
Pes hea Bagats M, Maculans. ,MD ___Henryton State Hospital 
< 83 23e, BURIAL, CREMATION, | 23b, DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
ns REMOVAL (Specify) : = 
§ QvoTs Burial Oct. 25,1961| Mt.Zion Cemetery Bethlehem, Maryland 
Fp AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Sb. REGISTRAR'S SIGNATURE 


2Se. sot Ss 0°61 


DATE 


. J. Framptom and Son, Federalsburg, Maryland 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY! 


ND 
CERTIFICATE OF DEATH 11224. 


11235 


Bookkeeper -retired. 
13. FATHER'S NAME 


in any event, 


- BO £ 
2 es = ee 
= 33 1. PLACE OF DEATH item : RESIDE CEA lleld-deceoleWthed, I nslulion: Residence before admission] 
eee e. COUNTY a. STATE b. Rone 
5 ow q MARYLAND Maryland inore = 
2 ua b. CITY OR TOWN (if outside corporete limits, ©. LENGTH OF STAY IN Ib %. CITY OR TOWN {if outside corporete limits, write RURAL end give nearest t8wn) 
eet BO writa RURAL and give neerest town) > 
pet Pee Sykesville months 13 ss _ 8B = 
= 3 35 cand. NAME OF HOSPITAL OR INSTITUTION [if not in hospilel, give streel eddress) d. STREET ADDRESS ee - e. IS RESIDENCE 
= fs in ON A FARM? 
cue tae | — 5 4 yes [] NO 
eee Springfield State Hospital 70 Murdock Road _ E pe ie) 
oO 2 Ss “ 3 pases First Middle Last 4 poe Month Dey Yeer 
a a! 
a ro nw ; 

iS {Typa or print) * DEATH 
@: te —_— Jghn’___\ “Brauer a octaber thee 

8 § Ss 5. SEX 6. COLOR OR RACE|7_ MARRIED [~] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In yoors |IF UNDER I YEAR) IF UNDER 24 HRS. 
S$ pet lest birthdey) [Months] Deys | Hours | Min. 
Seen White WIDOWED fe) bivorcen [] | M, b i en 
66S 10s. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
os dona during most of working life, even if retired) 


M 


~ | 14, MOTHER’ S"MAIDEN NAME 


Katherine Hook 


a | a 


(Yes, no, or unkown) 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
[If yes give werordatesof service) 


16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


oli | Springfield Hospital Records 


PART |. DEATH WAS CAUSED BY; 


The law requires that the death certi 


18. CAUSE OF DEATH [Enier only one couse per line for 


INTERVAL BETWEEN 


(b), end (e)-] 
ONSET AND DEATH 


ificate has been signed by the attending physic' 


3 IMMEDIATE CAUSE (e)__ __Arteriosclerotic C.-Y, D. a 
a Z 4 5 DUE TO. 
a att Se Me 8, - ¢ : 
£ sacs Whenaginhiaad )____ Generalized Arteriosclerosis——— —| = a 
1 geve rise to immediete couse 
s (e), steting the underlying DUETO 
3S couse last, ; a © 
i poll BLE _—_ ~~. ae = a 
“a "3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[e)| 19. Ae ae 
re Q a a ae 
ae 5 yes [} no [] 
= 20a. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
id OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, ; 20f. (City or town) (County) (Stete) 
a Hedy aame While Not While fectory, street, office bldg., ete.) | 
3 p.m. 19 ef work et work i 


21. | certify that (1) (this hospital) attended the deceased from....JW1y......3L.. 
ober...Uy....19.61, and 


1961 10... October... LN96L, that (1) (we) last 


.M, from the causes and on the date stated above. 


h occured at 


saw the deceased alive on..O) 


Z2c. PHYSICIAN'S 


Page 3 should be detached for use as the burial-transit permit. Then please remove cai 


with the State Dept. of Health prior to burial, cremation, or removal, a 


Page 4 may be retained by the hos 


22a, SIGNATURE 22b, DATE 
ATTENDING MED. STAFF SIGNED 
a 4 PHYS. DIRECTOR [} PHYS. $e] 10=1);-61 


22d. ADDRESS 


SSPITAL OR ATTENDING PHYSICIAN: 


INERAL DIRECTOR: After this cert 


NAME (Type) 

53 = : — ae 
43] rr 23a. who aie 23b. DATE THEREOF ES NAME @F CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
e+ REMOVAL (Specify) 
eles : 10=18=61 Loudon Park Cemetery alt e, Maryland 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRAR’S SIGNATURE 
Saiisasy lee Ae is Y ; Oci i 6 6) nn of, Fase 

9! LOGY we LM tL! LAL IL aoe : DATE 


@: after death. Page 4 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion and campletely filled in by the funeral 


Then please remave carban papers. Pages 1 and 2 should be 


The law requires that the death certificate be executed wit! 
, ¢rematian, ar remaval, and in any event within 72 haurs ofter death. 


tetained by the haspital or attending physician. 


HAL OR ATTENDING PHYSICIAN 
page 3 should be detached for use as the burial-transit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
11236 CERTIFICATE OF DEATH sop one nh 1225 


eased lived. If institution: Residence before admission) 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where 
. COUN’ 3 b. COUNTY 


MARYLAND 


b. CITY OR TOWN (If outside corporote limits, wrile |e. LENGTH OF STAY IN ©. CITY OR TOWN outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neogest town) p 
d. NAME OF HOSFITAL (If not in,hospitol, give street oddress) ” d STREET ADDRESS e. IS RESIDENCE 
OBaNsTITUTH ON A FARM? 
yes [] No = 
3. NAME OF Middle Lost 4. Date ‘Month Year 
(Type or print) Wiel {Eby STRUTS BREMY DEATH OL 70 BE: ER 2 7 1967 
5. SEX 2 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [[] | 8. OATE OF BIRTH 9. AGE {In years [IF UNDER 1 RIF UNDER 24 HRS. 
. . ad lost birthdoy) [Months] Doys | Hours] Min. 
wiowen FY _ivorceo O] | A277. rh LA, 7 Ada 
Va. USUAL OCCUPATION (Give kind of work done] 105, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working Ijfe, even if retired) , 
Cemrnd Lo. 22A_ 14'S. 


14, MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 
/] ~ 


5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Addi 
INFORMANT ‘j ress ROR l 


(Yes, no, of unknown) | {If yes, give wor or dates of service) 
ul 
18, CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: y) y 4 
i? IMMEDIATE CAUSE (o} Ow) ca Adc 
791) DUE TO | 
4 

Conditions, if ony, which Hint AS 

gove rise to immediote 

couse (0), stoting the under- ( CUETO 

lying couse lost. (e) 
a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Q a ‘ORMED? 
= 
ka Hiro totes YS. NORD 
= [200. ACCIDENT WAS UNDERLYING [J |20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of ilem 1B.) 
& JOR CONTRIBUTING LJ CAUSE OF DEATH 
& | (VF EITHER, NOTIFY MEDICAL EXAMINER} 
S [2c TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED [20s PLACE OF INJURY (Home, form, 1 20f. (City or town) (Count (Gtote} 
uv y. « y) 
ra Hour 0. m. Niles m2 einai focory see, office Bid. etc) | 
= p.m. 19 jot work [1] of work 


21. | certify that | attended the deceased from (Qe Ay /____, FH, = aes 19Ja/that | lost saw the deceased 


alive an_ CY Ay, 24, 19{e_/___, and that death accurred ofp? Am, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 
SIGNATURE ie A EP Oe ee 228 ke. de. ich. SS 4 Stern oss Anse 
wy Fd 
PHYSICIAN'S, a , 
namie L.@ ies &Y KE STAK ba OAS tots 
Ne Ro. BURIAL GOR 2b. DATE THEREOF 22c. NAMBJOF CEMETERY OR CREMATORY JON (City town, or county) tote) 
OLS 0 
& 23. 6 3 DIRECTOR'S SIGNATI ADDRESS: 4 24a. REC'D BY RE@ISTRAR | 24b. REGISTRAR'S SIGNATURE a 


5 paTaney 91 ’61 Cathet 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
q = CERTIFICATE OF DEATH 


comell 


11226 


= Reg. Dist. No. — 
$ 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
2 cy COUNTY 
2 
? arro MARVLANO || Maryland farroll 
cS b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
g RURAL ond give nearest town) A 
= yke 2 lyr. 4 mo. Westminster 
2 Oo} (& -aONAME OF HOSPITAL {IF not in hospitol, give sirect oddress) d. STREET ADDRESS 2. 1S RESIDENCE 
° ay OR INSTITUTION fl ’ 4 ‘ON A FARM? 
5 pringfield State Hospital 225 B. Main St., Westminster | sO nog 
2 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
(Type or print) { Bell Brown DEATH lo 2k 191 
S. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED] B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours] Min. 
2 White WIDOWED [] DivorceD [] wlA=BA 25. yrs. 
nl 


10a. USUAL OCCUPATION (Give kind of work done| 


0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign cou: 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Maryland United States 


14, MOTHER'S MAIDEN NAME 
Caroline Arrington 


18. WAS fe eer We INU, S. a FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, or unknown) {UF yes. give war or dates of service) 
| Hosvital Records 


13. FATHER'S NAME 


1B. CAUSE OF DEATH {Enter only one couse per line for (0), ae cond (c}.J INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: a Mie 
+ IMMEDIATE CAUSE (0). Cerebral Hemorrhage 7. days 


Then please remave carbon papers. Pages 1 and 2 shauld be filed with 


the registrar priar to burial, crematian, or remaval, and in any event within 72 hours after death. 


4 DUE TO 
Conditions. os which tw i _years 
gove rise to immediote oe 
couse (0), stoting the under. ( DUE TO 
lying couse lost. o 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. wee Oe 
B associated with cerebral arteriosclerosis with ves] No OF 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) ; 
OR CONTRIBUTING CJ CAUSE OF DEATH : psychotic reactio 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


f20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote) 
Hour o. m. While Norlaaniiee foctory, street, office bidg., etc.) | 

p.m. jot work [[] ot work ["] H 
21. | certify that | attended the deceased fram__O™ C77 , 19.2-tthat | last saw the deceased 


alive an__. =P) = 4 rales Gils and that death Ueairraal at 45 LOR, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


MEDICAL CERTIFICATION 


After this certificate has been signed by the attending physician and completely filled in by the funeral directar, 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S, 
NAME (Type) 


AL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed with 
etained by the haspital ar attending physician. 


i 


TO FUNERAL DIRECTOR: 


* 


page 3 shauld be detached far use as the burial-transit permit. 


Ro. EB iat eee 7b. DATE THEREOF 
> va md ) on L3 
xo -_ —_ 
of o 
ra 23. FU Bie i ae 8) ( is 
VS ATS (4) 
15M 9/5B P| AL Lor) 


— 


‘ith 


din by the funeral directar, 


@ haurs after death. Page 4 


Pages 1 and 2 shauld be filed 


in 72 haurs after death. 


Then please remave carbon papers. 


ransit permit. 
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¢ retained by the haspi 


TO FUNERAL DIRECTOR: After 


Md 


the State Boord of Health priar ta burial.erematian, ar removal, and in any event, 


page 3 shauld be detached for use as the buria 


ma 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


11239 CERTIFICATE OF DEATH iy 


1, PLACE OF DEATH J] 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
a, COUNTY a, STATE b. COUNTY A 


Carroll eee Maryland —_ 


b. CITY OR TOWN (If autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If avtside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest tawn) ip pat 


Henryton 3,191 days|| Baltimore ie, Ve 
OR INSTITUTION e. Bre eee 


d. NAME OF HOSPITAL {If not in hospital, give streel address) d. STREET ADDRESS. 
906 Whatcoat Street ‘es | INOMHE 


. Middle lost 4, DATE Manth Day Yeor 
DECEASED | OF 
yeriogeriry Edgar Brown DEATH =~ October 9 161 


5. SEX 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Doys | Hours] Min, 
Male Negro WIDOWED oivorceo.] |} 11-28-1888 Foy. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR gm BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 


Hospital attendent | Henryton St. Hos 


during mast of working life, even if retired) 
Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Thomas Brown Alice Ross 


1S. WAS DECEASED EVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, oF unknown) If yes. give wor or dotes of service) 
No | 4 Unknown Joseph E. Brown - Patient 


1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond {c)-] INTERVAL BETWEEN, 


ONSET AND DEATH 
opp Ruptured aneurysm of abdominal aorta 


sy, DUE TO | 


Conditions, if ony, which w__Arteriosclerosis 
gove rise to immediate 
couse (a), stating the under- PAU 


Geng enean! sol, 5 Far adv. bilat. pulm. tbc. with cavity left | 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. Merce 


Yes) No) 


OR CONTRIBUTING [J CAUSE OF DEATH 


200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Porl Il af item 1B.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) 
Hour 0. m. While Not while’ factory, street, affice bldg., etc.) ! 
p.m. ‘ot work [] at work [] ‘ 


15s fo-Octs 9, 1961, that (1) (we) last 


“ 1961. and that death accurred at ____ ram the causes and an the date stated abave. 
22b. DATE 


MEDICAL CERTIFICATION, 


220. SIGNATURE 
: —_ hy ices, Sa” mo. | Pe 


22c. PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


MED. STAFF 
DIRECTOR Gd PHYS. 


Edgars M. Maculans, M. D. 
|, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Stote) 


10-12-61 St. Lukes Methodist Riesterstown, Maryland 


2Sa. REC'D BY REGISTRAR 2Sb, REGISTRAR'S SIGNATURE 


vareQCT 1 0 '61 Cathar £, Mia 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


17239 CERTIFICATE OF DEATH j 122% 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COUNTY o. STATE 


: Carroll MARYLAND harvdsiet b.COWTY 


b. CITY OR TOWN (If outside corporote limits, write cc, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) i - 


Sykesville lyr. 27 da Towson ONS —~ 2 


d. NAME OF HOSPITAL (IF not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


760) Far Hills Drive vs 0) Noga 


}. NAME OF i Middle Last 4. DATE Month Day Yeor 
DECEASED 


2 OF 
{Type er print) Edith Buell poate 10 10 19 61 
S. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED ["] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost bitthdoy) [Months] Doys | Hours] Min, 


female white WIDOWED ovorceo OO] | 7/13/79 82 on. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


housewife own home Maryland USA 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Edison S, Beane Jane Bentley 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


CCE aD Se eS 
no. | none ners) 8. S, Hospital records Sykesville, Mde 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-} INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY. ONSET AND DEATH 
Nn f IMMEDIATE CAUSE (0) bad Days 


DUE TO 
Conditions, if ony, which »_Arteriosclerotic heart disease Years 
gove rise to immediote 

couse (0), stoting the under- ( DUE TO 
ioe id aS _Arteriosclerosis Years 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0})|19. RENReRHee 


CBS assoc, with cerebral arteriosclerosis with psychotic reaction. yes NOC] 
200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While Niort while: foctory, street, office bldg., etc.) | 
p.m, ’ lot work [[] ot work [] H 


21. | certify that (% (this haspital) attended the deceased fram. 9/13/. 3 as 196 ta Big/AG/. 19.61, that OF (we) last 


saw the deceased alive on__10/, 1961. and that death accurred of3.15M, fram the causes and an the date stated abave. 
Zo. SIGNATURE 2b, DATE 


2 SIGNED 
Naci N. Buyukunsal, mo.[ANe NS  Biecror OBS 
2c. PHYSICIAN'S be 2d A Sykeesille, State Hospital 


me] 


led in by the funeral director, 
Pages 1 and 2 should be filed with 


fter M xt 
mj) s ©) 


[ i after death. Page 4 


Then please remave carbon papers. 


igned by the attending physician and campletely 


MEDICAL CERTIFICATION, 


~ 


NAME (Type) 


:: 
3 
2 
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3 
8 
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8 
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= 
2 
a 
D 
= 
5 
2 
s 
S 
s 
3 
3B 
8 
2 
A 
= 
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3 
z 
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FERAL DIRECTOR: After this certificate has been 
page 3 shauld be detached for use as the burial-transit permit. 


? 


236/NAME OF CEMETERY OR CREMATORY 23d. LOCATION = town, or county) (Stote) 


1961} Woodlawn Cemetery Woodlawn, Balto, Co., Maryland 


__-ADORESS 250. REC'D BY REGISTRAR | 2Sb, REGISTRARS SIGNATURE 
COLVIN « aad 1 6 '61 nthun £ fens 


the State Board of Health priar ta burial, cremation, ar remaval, and in any event, within 72 haurs al 


may 
TO Fu! 


TOH 


2a 
o 


Sz 


ical 


ificate be a within 24 hours after 
¢ attending physician and completely filled in by the funeral 


Then please remove carbon papers. Pages 1 and 2 should 


The law requires that the death certifi 
. of Health prior to burial, cremation, or removal, and in any event, within 72 hours 


tached for use as the burial-transit permit. 


age 4 may be retained by the hospital or attending physician. 


: 
a 
i 
a 
1) 
a 
e 
iq 
5 
4 
ce) 
. 
= 


Pi 
FUNERAL DIRECTOR: Affer this certificate has been signed by th 


director, page 3 should be det 
be filed with the State Dept. 


TO 


3 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


194g — CERTIFICATE OF DEATH 1122 9 


2, USUAL “RESIDENCE (Whara decaasad livad, If institution: Residenca bafore admission) 


a. ST. b. COUNTY 
Y OR TOWN (if oulsida corporata limits, ¢. LENGTH OF STAY IN Ib | outside corporala limits, write Ge oo flown) 


b. 
| ag iva neareg town) 7) 
se a Ae ee 


ade Soaeer ‘OF HOSPITAL OR INSTITUTION [if not in hospital, give street address) 
Co, tos e os Ca Merve [ve "8 A ot) 
AAUP AAR L oe DEATH es Ze 2 2 96/ 


(Type or eam 
es > \* COLOR OR RACE |7, MARRIEDAP*T NEVER MARRIED ol 8. DATE OF BIRTH IF UNDER 1 YEAR 


last ae analy ise 
P22A La | bite WIDOWED DIVORCED a 
Wa. YSUAL OCCUPATION (Give kind of work i 10b. KIN KIND OF BUSINESS OR INDUSTI 


oy HAZ 
Tt. BIRTAPCACE CULE. & State, or foreign couniry) 
dongfduring most of working lifa, even if Le, | ‘aes Yy, 

. FATHER’S ia ae - Yi 7 ‘ ate: Teg te a 
1S. ah si) 6.5 hed. ‘SECURITY NO.| 17. oes A Ae ne Lt u: fg 


(Yes, no, or unkown) | (Ifyesgiva warordatesofservi, 
Le | Le Bn Aiggla- 
8. CAUSE OF DEATH [Enter only ona cause per antl for (a), (bl, and (e)} A : 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a) 


oF / DUE TO age, 
Conditions, if any, which (b) 2 e 
gave risa to Immediate causa i 


(a), stating tha underlying 
cause la; 


MARYLAND 


«. i OR TOWN 


IF UNDER 24 HRS, 


Hours | Min. 


9. AGE (In yaars 


BET’ 
ONSET Al Co 


DUE TO 


19. WAS AUTOPSY 


ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 
Fo oe ee PERFORMED? 
a yes [] NO 
& | 2Da. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part Il of item 18.) — a 
& | OR CONTRIBUTING [1] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2Da. PLACE OF INJURY (Homa, farm, ' 20f. (City er town) ~~ (County) (Stata) 
6 Hoot Can: Whila __ Not While factory, street, offica bldg., atc.) | 
= p.m. 9 at work at work i 
21. 1 certify that (I) (this hospijal) attended the deceased from a Wel, 29.40... » 19@4, that (1) (we) last 
saw the deceased alive on. ta and that death | occured affiee: .M, ba ihe causes and on the date stated above. 


22b, DATE 


ATTENDING STAFF rf (GNED 
Y MD. WY bitcron 0 pays. A ‘2He) 


Pepe a. Gyre SH. Westinys ci 


22a. SIGNATU, 


¥ 


(State) 


23a. BURIAL, CREMATION, | 23b. DAJE THEREOF 23. a iE OF CEMETERY “OR “CREMATORY 23d, LOCATION (City, town or county) 


Wb) Chelan ciate 7 


25b. REGISTRAR'S SIGNATURE 


ERAL DIRECTOR'S SIGNS URE. ADDRESS 25a, fKEC'D BY REGISTRAR. 


b, nes $ LAY JY MiP Atteaer. Sate oct 24'61 


24 F 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


: CERTIFICATE OF DEATH 11239 


18. CAUSE OF DEATH [Enter anly one couse per line far (0), (b)/and (c)-] Z 4 ESS ae 
PART |. DEATH WAS CAUSED BY: ro f € Naa ; ik , 
1s IMMEDIATE CAUSE (0! tiii4 ZAMLBAHAGN 2A 


Sete aha 
= aed 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: p> before admissian} 
ey iA pp as b. COUNTY : 
a 2B A yee MARYLAND AD : @ ” VA 
= Sa b. CITY OR TOWN {if autside carporate limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
8 8 2 RURAL ond give nearest Ne ¥ 
3 52 1 WOoDB MD vent VePER MARLBorRo Md. 
2 me 2 f “ d. NAME OF HOSPITAL a not in ef give street oddress) d. STREET ADDRESS. e. ie RESIDENCE 
5 Es ‘ INSTITUTION De INA FARM? 
ae 
a OLDEN ACE CONV, MOME Xeno 
2 = /8 I 3. NAME OF First Middle lost 4. DATE Month Day Year 
oa” ‘ j i‘ —_ y f . 
@: 3 type or pein) [A/ fj hd D /LENRY DEATH OT; Le 96 [ 
> 5, SEX 6. COLOR OR RACE |7. MARRIED -] NEVER MARRIED [] |B. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR IF UNDER 24 HES. 
oe YW ag birthday) [Manths] Days | Hours Min. 
4 Z WE TE _ |wivowen 4 —_pivorceo SAF Ko 
e: 10a. USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. cH As, (Stote or £21 country) 12. CITIZEN OF WHAT COUNTRY? 
a duringmost of working life, even, if retired) = 
é R Self Iowa US 
a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 . 
¢ HENRY Amelia Wrought 
8 16, WAS’ DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17 INFORMANT ‘Address 
é ane, or orton) lh yen ghaiwor or dalet of sevice) = 
: no | none “MYRA LAL OTT, wi 
8 
a 
€ 
§ 
2 
= 


a0 « pec =< G 


alba if any, which by i i a pa / AS Va of xt bi 


The law requires that the death certificate be executed within, 


ie Siate ‘Seatd aia eatienprion 10\ burlelfcreniatian|.arttemavalCardhmcnmre rank Callhie72 netcrarieradl 
a 


7 
3 
a 
is 
°o 
$ 
Uv 
e 
5 
iS 
i 
g 
sy 
2 
oa 
o> 
a 
eo) 
e 
ee 
5 
© 
3 
> 
Bs 
ve 
Se gove rise to immediate 
Soar couse (0), stating the under- ( PUETO : ee 
g3 lying couse lost. ta ALA. LA AN a 
2e5 3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT Gi RELATED TO/THE TERM <é IAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS/AUTOPSY 
BOs e 
Eas q ves no) 
mg ee. re) 
on Po a5 = Be CONTE TING Eh ee ee pear 20b. DESCRIBE HOW INJURY OCCURRED. wes noture = injury in Port | or Port II of item 1B.) 
E32 is 
z g = £ G {IF EITHER, NOTIFY MEDICAL EXAMINER) YA — 
g 3 = fo) & |20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) {Stote) 
Z5te = Her | ofa ates. |. tidar rude foctory, street, office bldg., etc.) | 
z32? S pom. 19 Jot wark (] ot wark H 
Oecd 7 
z= 32 = 21.1 certify that (1) (this haspital) attended the deceased from__(/ he. 19.24, that (1) (we) last 
Zsey 
os saw the deceased alive ant. EP AAG, (£7, and that death occurred ats" Midror the causes and an the date stated abave. 
#263 Ra. SIGNATURE 22. DATE 
<55° ‘ j \ ATTENDING MED. STAFF Bieney 
eous M.D. | PHYS. Dia vinectopy] PHYS. PP. 
O25> Re *y 22d. ADDRESS // Va ie 
= > 
z223 WA YZ NMA ML. Lid petite fle 
> LZ, (fe. 
PY: $s [230. Bur BURIAL, CREMATION 23b. DATE THEREOF 2c. NAME OF GEMRETBRY OR CREMATORY 23d. LOCATION (City, town, or caunty) {State} 
¥ez2o pecity} : 
A a 3 remation 20718/61 Ft. Lincoln Colmar Manor, 
oS 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY Becreat 25b. Pay, 
y 5 96 Chiihen 
veal Francis Gasch's Sons Hyattsville, Maryland paT | 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
fly 4 CERTIFICATE OF DEATH 


A £ Reg. Dist. No. 

es EE pay a 
s 3 = {yf PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If insitlion: Residence before odmision) 
ee eee el ated Marylend * oun Carroll 
= ar b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, wrile RURAL ond give nearest lown) 
z Fy 8 RURAL ond give nearest town) 
° 32 Taylorsville \Rural Taylorsville 
2 ig 2 d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
° ‘cated OR INSTITUTION ON A FAR 
g 35/ R._D. 2, Mt. Air Yes [7] No. 
£ £5 ‘ 3. NAME OF 1S First Middle lost 4. DATE Month Doy Year 
= : 5 
@i [ ) Ltt pass D N BAM October 11, 1961 
Ww: A 

5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors FUNDER TYE T YEAR] IF UNDER 24 HRS. 


lost og 
yes. 


ite WIDOWED. & DIVORCED [7] s t eel 8 


ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [11. ener {Stote or foreign country) 
even if retired) 


em = 
100. USUAL OCCUPATION ( 
during moat of working fi 


12, CITIZEN OF WHAT COUNTRY? 


HO e e Home Maryland U. S.A- 
13. FATHER'S: NAME. 14, MOTHER'S MAIDEN NAME 
eorge B Annie Rigler 
1g, WAS DECEASEDEVER IU. § ARID FORCE 16. SOCIAL SECURITY NO. |17, INFORMANT Address Maryl and 
BR AOI ROR AIO ARI RRR RE OK Evelyn Franklin, Rat Ds. 24. Mt. Airy, 


8. CAUSE OF DEATH [Enter only one couse per line for (0). (), ond ().] 


PAR’ 
ART 1. DEATH WAS CAUSED BY: Mii 424 Steeles (PES = Veceseled Fs oath 


raaicva BETWEEN 


“Y AND gee 


WES Tm aslrew MD. 


YG 224 DUE TO 
ies Conditions, if ony, which b 
— gove rise to immediote : 
a gouse (0), stoting the under: DUE TO 
5 lying couse lost. () 
oI a Pant tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)]19. WAS AUTOPSY 
> = 
238 s yes] NOC] 
ier = V200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
§ & [OR CONTRIBUTING [] CAUSE OF DEATH 
Eee & | GF EITHER, NOTIFY MEDICAL EXAMINER) 
S56 & ]20. TIME OF INJURY Month, Dey, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5.53 ray Hour 0. m. While Not white foctory, street, office bldg., etc.) 
rye a = p.m, 19 lot work [7] ot work [J H 
S oO 
$85 21, | certify thot | ottended the deceased from WL 0. LO 21 2=., 19@ L.that | lost sow the deceosed 
a % olive on f/Qo ft, wel, ond thot deoth occurred of._________. M, from the causes ond on the dote stated obove. 
=| 3 ADDRESS (Street, city or town, stote) DATE SIGNED 
7°. 
SRB 10-72 -G0 
2az 
Gene 
sae 
=° 
, oa | 20. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zac. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, er county) {(Stote) 
SD & REMOVAL Kesrct) 

rag ty Q= 9 ene eS 

° € ° @) m Ma ano 

- 23. FUNERAL DIRECTOR'S SIGNATURE “ABORESS 24a. REC'D BY Rouse ‘Zab. REGISTRARS SIGNATURE 

v 


: co 
Vans _C._M. WA WIN] D MARYLAND pare 1 6 '61 Chitten £ rasae 


‘7 


r 


& within 24 hours aftey 


After this certificate has been signed by the attending physician and completely filled in by the funeral 


tached for use as the burial. 


Hint~72 hours after death. 


Then please remove carbon papers, Pages 1 and 2 should 


transit permit. 
f Health prior to burial, cremation, or removal, and in any event, y 


HYSICIAN: The law requires that the death certificate be ex 
hospital or attending physician. 


q ITAL OR ATTENDING P: 
dealt’. Page 4 may be retained by the 
ERAL DIRECTOR: 
director, page 3 should be de 
be filed with the State Dept. of 


TO 
TO FUN 


MARYLAND STATE DEPARTMENT OF HEALTH 
\DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, wary ei Re 


411243 CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 
a. COUNTY a. STATE b. COUNTY 


Carroll MARYLAND Ma ryland ’ Balto, City 


b. CITY OR TOWN (if outside eorporete limits, LENGTH OF STAY IN Ib ||, CITY OR TOWN [If outside corp: mits, write RURAL end sey town) 
ws RURAL en fi rest town) Of4 
ykesvi. 18 days Baltimore 16 
d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give street eddress) ~d. STREET ADDRESS > = a al» 
Springfield State Hospital 3501 ‘Winterbourne Road ves [] No fe} 
| NAME OF First ~~ Middle ; Lest 4. DATE ———sMonth "Day ‘Veer : 
DECEASED Or 
(Type or prin!) Charles Baxter Davis wenray \Oeteber Hy 196m 
q 5. SEX ~ |. COLOR OR RACE) 7, MARRIEDXC] NEVER MARRIED [] | 8 DATE OF BIRTH % aunty TFUNDERT YEAR| IF UNDER 24 HRS, 
Male White wivowi[] vivorceo []| July 8, 1888 yes. mer ieee a 


10e. USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if retired) 


1Ob. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Pensioned - North Carolina U.S. 
13. FATHER’S NAME ] 14. MOTHER'S MAIDEN NAME 7 _ 
Unknown Mary Ann 7? 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ~~ Address 
(Yes, no, Ruger” {Ifyesgive werordetesof service] . 2 
° - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).]_ = - ~ | INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ' ORSSET AND OER TE 
IMMEDIATE CAUSE (e] Bronchopneumonia Days 
7 J } C Ls DUE TO . 
Conditiohs, if gny, which > (b) = —— 
gava rise to immediete ceuse — 
(a), steting the underlying DUE TO 
couse lest, {e) = 
z PARTI. oT & NIFICANT GONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
8] 08 cerebral arteriosclerosis SERENE 
3 . 
g ves [] no fj 
= | 2De. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
| OR CONTRIBUTING [] CAUSE OF DEATH 
© [AF EITHER, NOTIFY MEDICAL EXAMINER) 
< [20c. TIME OF INJURY Month, Dey, Yer) 20d. INJURY OCCURRED ) 20s. PLACE OF INJURY (Home, ferm, | 20, (City or town) (County) (Stete) 
8 Hour: late While __Not While factory, street, office bldg., etc.) | 
*h eat 9 et work [_] et work [_] 


. 1 certify that (!) (this hospital) attended the deceased fro 09 O04 A VOE Fe dea, 19.2 A that (1) (we) last 
saw the deceased lis on. Ostober.. ls Bess 19..68., and/that death occured atlas. 3@PMom the causes and on the date stated above. 
22b. DATE 
ED 
Mo. i DIRECTOR [a ae, 5 10/1/6 b 


22d. ADDRESS 


228. 7 We Mh, Wy 


2c. PHY! 


NAME (Type) = Na ad } yu nsal, M.D. 


23b. DATE THEREOF 


23e. BURIAL, “CREMATION, 


23e, ape OF “CEMETERY “OR CREMATORY 23d. LOCATION —_ town or Soa ~ Siete) 
mcyal a”; a 


ate Hite, Cas oie pa 2 Pe. 


At = RE Ka DL 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


DATE gCT 361 Cnthun §. Hawes 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


__CERTIFICATE OF DEATH 11233 


Se 
t Larse OF DEATH Item Film, res 00 ¥ cl here deceased lived. If institution: Residence befare admissian) 
soUNT Carroll 1. Airtno Maryland » COUNT Washington vi 


b. CITY OR TOWN (If autside carporate limits, write iF LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 


RURAL ond give nearest tawn) 
Rural - Sykesville months-27 dhys Hancock 


d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. 4 e. IS RESIDENCE 
ON A FARM? 


—— 


with 


urs after death. Page 4 


OR INSTITUTION fA 
State Hospital a : NES (Rea 
SNaMeDE First Middle Last 4. DATE Manth 8 ir Year 
+ 


(Type ar print) Myrtle Gaynelle FINK DEATH 119 61 
6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER ? YEAR] IF UNDER 24 HRS. 
last birthday) sy Doys | Haurs | = Min. 


White WIDOWED fg DivorceD [] 11-3-92 68 yrs. 


10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Housewife Pennsylvania U.S.A, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Frank Burnett Josephine Graham 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, no, or unknewa) | (F yes, give war or dates of service} 


J 


ned by the attending physician and campletely filled in by the funeral director, 


ges 1 and 2 shauld be ti 


No 


1B. CAUSE OF DEATH [Enter only ane couse per line far (a), (b), and (¢)-] INTERVAL BETWEEN 


PART : CEATH MEDIATY caviet io) Arteriosclerotic Heart D 

~wa O DUE TO eart Disdase years 
Gon Seiad, Moons whieh wy Generalized arteriosclerosis pei 
gave rise ta immediate 
cause (a}, stating the under- DUE TO 
ying Oe ast © 


Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. WAS AUTOPSY 


Chronic, brain syndrome associated with cerebral arteriosclerosis, with} yi" Nox 


. Then please remave carbon papers 
, and in any event, within 72 haurs. 


20a. "ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part II of item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20F. (City ar tawn) (County) (State) 
Hour a. m. While alanine factary, street, office bldg., etc.) | 
jat wark [[] ot wark 


21. | certify that 39 (this hospital) eeesd the deceased fram..1=10 i -~ 192%, that &) (we) last 


saw the deceased aliye an J 10 PW, fram the causes and an the date stated abave. 
; Shanti 22b.DATE 
ATTENDING MED. STAFF Hea 
.D, | PHYS. OX pirEctor PHYS. 


‘22d. ADDRESS 
Sykesville, Maryland 


23d. LOCATION (City, town, or county) (Stote) 


MEDICAL CERTIFICATION 


After this certificate has been 


poge 3 should be detached for use as the buri 
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“* TO FUNERAL DIRECTOR: 


es 


the State Board af Health prior to burial, crematian, ar remaval 


TO HOT 


24, FUNERAL DIRECTOR'S SIGNATURE 


ae 
aa 
> 
2 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
11245 CERTIFICATE OF DEATH 1 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admissian) 
ESEOUNIY. Carroll MARYLAND a. STATE M land b. COUNTY Carroll 


b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write Nas ‘ond give nearest fawn) 
RURAL and os neorest 


Rural- wiesville y. 10 m. 20d. Westminster 


d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS. . e IS dee 


Springfield State Hospital 87 Liberty Street Sak 

EF neces First Middle Lost 4. = Month Day Yeor 
(Type or print) Cora Belinda Fitze DEATH 10 9 1901 

S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE {in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


female white eibomenat eh pivorceD [] 3/2 2/Th ‘rm Manths| Doys | Hours | Min. 


100. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


housewife Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Ezra Wantz Belinda Brown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17, INFORMANT Address 


Rigen | <a S. S. Hosp. records Sykesville, Md. 


18. CAUSE OF DEATH [Enter anly one couse per line far (a), (b), ond {d.] HANG aeN 
PART |. DEATH WasiAtrenvee o) _Arteriosclerotic heart disease. Years. 


420. O DUE TO 
Gondiiene if ony cwhien w_Generalized arteriosclerosis. Years. 
gove rise to immediate | 
couse (a), stating the under. ( DUE TO 
lying cause last, © 

Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) |19. an Meee 


CBS assoc. with senile brain disease with psychotic reaction. yess] NO] 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part I af item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 


in by the funerol director, 
1 ond 2 should be filed with 


eo after deoth. Poge 4 


ding physicion ond completely 


Then pleose remove corbon papers. 


the State Board of Health prior to burial, cremotion, or removal, ond in ony event, within 72 hours ofter 


ronsit permit. 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F. (City oF town) (County) (Stote) 
Hour a. m. i Nace foctory, street, office bidg., etc.) ! 
p.m. at wark 


MEDICAL CERTIFICATION 


_ 19.61, that (OF (we) last 


saw the deceased alive an ct im the causes and an the date stated abave. 
22a. SIGNATURE 2b. DATE 


ATTENDING MED. STAFF SIGDIED 
M.D. | PHYS. PHYS. 0 L 
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2c. PHYSICIAN'S 
NAME (Type) 


Naci Buyukunsal, M.D 


230. BURIAL, CREMATION, | 23b. DATE THEREOF a B id. ., (State) 
Ah (54 ) é 
ZB o d y+ ae 


. AF = DIRECTOR'S SIGNATURE A a AE BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


or 13 61 Metta Lana le 
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may b 
page 3 should be detoched for use as the buri 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


11246 CERTIFICATE OF DEATH 11235 


soodl 


~ ye 
& ae iD BiAce Or eery 2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence before admissian) / 
is = a Carroll martian |] ° SINE Maryland Diva a v7 
= 3 r b. CITY OR TOWN (If ouside carports limits, write Tc, LENGTH OF STAY IN Tb €. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
give ngorest town) . amen ae 
2 52 Rural — Sykesville yrs. 2days Baltimore (2h) » VGi - 
eo ene d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENC! 
oS ope ind OR INSTITUTION, ‘ ON A FARM? 
2S 8 ) S Springfield State Hospital 1901 S. Newkirk Street yes (] No 
2 saad Fe NAME OF Fint Middle tost 4. DATE Month Day Year 
(Type or print) Sarah Isabelle FRIEDEL DeatH = OCTOBER 18 19 61 
S. SEX 6. COLOR OR RACE |7. MARRIED PX) NEVER MARRIED [] | 8. DATE OF BIRTH 9. eae tN TYEAR]IF UNDER 24 HRS. 
Female White |wicowe ft] — ovorceo 6-19-97 ai pole wales Oa elles te 
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109. USUAL OCCUPATION (Give kind of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY 
ang most of warking life, even if retired) 


ousewife 


11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Maryland 


13. FATHER'S NAME ‘14. MOTHER'S MAIDEN NAME 


Charles Ketchun 


1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? 


(Yer, no, eo UF yes, give war or dates of service) 
pat 


€ 
8 
a3) 
& 
‘to 
§ 
3 
2 
g 
c 


@ 


Rose_Horne 
16. SOCIAL SECURITY NO. ’ INFORMANT Address 


Hospital Records 


ficate be executed withi r 
din 
Pages 1 an 


REMOVAL (Specify) 


a 0-21-1961 Carmel ' ell, Ste Maryland 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS, 


‘ou 949) Wh JOHN J. DUDA 2829 Hudson Ste 24, Mde 


e 
5 
© 
AD 
‘g 
x 
© £92 
5 oss 
S$ offs 
Pus 
Rewit 
9 & = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<)-] INTERVAL BETWEEN 
Seles ee PART |. DEATH WAS CAUSED BY: MARR 
oe ey IMMEDIATE CAUSE (o)__ Heart failure months 
bet = c 
= sek A @\ DUETO 
(2! ane .& ( ey * 
B Bag Conditions, iF ony, which" w _Arteriosclerotic heart disease years 
8s pea gove rise to immediote 
Sy a cause (a), stoting the under. ( OVE TO 
beets lying couse last. ©) 
Ome oli Zz Pant il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
oeBESs ic ae? ae PERFORMED? 
a se i 2 a : : 7 a 
2ogo5 3|_CBS associated with cerebral arteriosclerosis, with psychotic reaction, | "S& NoO 
~ooBs © 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
$4255 & | OR CONTRIBUTING LJ CAUSE OF DEATH 
aioe ‘S16 | (F €FTHER, NOTIFY MEDICAL EXAMINER) 
= 2 oO) =f 
g ws & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (Caunty) (Stote) 
F5 S95 4 iste While NSrahtte, factory, strest, office bldg., etc.) | 
ase ae = Pm. 19 lot work [1] at work { 
(yeas 2 F ; 
3 es Bae 21. | certify that QJ (this haspital) attended the deceased from._10=16..____.. 19.59 , ta_-1O0=18 -____.. , 19-61, that $8 (we) last 
a2% : 
Zo ,0F saw the deceased alive an_, 10-18 ___ 19, 61 and that death accurred ath? , fram the causes and an the date stated abave. 
e638 Zo, SIGNATURE 7b. DATE 
Exegr ° i 
<3 7 ATTENDING MED. STAFF SIGNED 
o oe gs Sa GLAAA TAEAE wo ARE Kl __IRECtor PHYS. 10-19-61 
Ocare Tec RECS 22d. ADDRESS 
z > ype 
sep ters ‘ 
2ze ilse Kamm, M. D. __ Sykesville, Maryland 
ae 230. BURIAL, CREMATION, | 23, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, ar county) (State) 
>2 Oo 
3 ° 
Eg as 
é 


TOH 


250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


pare OCT 25 61 Cnitun & Minas 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mato es 
1247 CERTIFICATE OF DEATH 0 


ES 


1, PLACE OF DEATH imission) 


| 2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residenca ay, 


@ within 24 hours after 


fesse ©. STATE b. COUNTY 
Carroll - ____ MARYLAND || _ Maryland ey Balto. City 
B. CITY OR TOWN [if outside corporete limits, ) ¢. LENGTH OF STAY IN 1b <. CITY OR TOWN (If ouiside corporate limits, weite RURAL and giva neereal tows) 
write RURAL end give neerest town) z Of 4 
e rs__Baltimore 18 i 
&. NAME OF HOSPITAL OR INSTITUTION [if nol in hospital, “give street eddress) a. STREET ADDRESS a, 1S RESIDENCE 
ON A FARM? 
___ Springfield State Hospital —__|_612 Montpelier Street _| ws oh 
DK ‘Month Dey Yeer 


5 TE 
OF 


3. NAME OF — First Middle best 
DECEASED 
{Type or prin!) George Leslie Garnett | DEATH §=6- Oc tober 19 1961 
S. SEX 6. COLOR OR RACE|7, MARRIED Bic] Never MARgieD [] | 8- DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
tes! ene Months} Deys | Hours | Min. 
Male White | wiowe[] pivorceof]| October 7, 1894 yrs. | 


Wa, USUAL OCCUPATION (Give kind:of work 
done during most of working life, even if retired) 


Carpenter ' 
13. FATHER'S NAME ra 


George Garnett 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A, 


Tl. BIRTHPLACE (County & State, of foreign country) 


Pennsylvania 
34, MOTHER'S MAIDEN NAME 


Hester Rogers 


10b. KIND OF BUSINESS OR INDUSTRY 


Then please remove carbon papers. Pages 1 and 2 should 


f Health prior to burial, cremation, or removal, and in any event, within 72 hours after de; 


detached for use as the burial-transit permit. 


ed by the hospital or attending physician. 
R: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be exe 


‘age 4 may be retain 
RAL DIRECTO: 
director, page 3 should be 


’ 


TO H 
death. 
> TO FUNE: 
be filed with the State Dept. ol 


< 
Fo 
a 
iS 


a 


17, INFORMANT — Address 


Springfield Hospital Records 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


{Yes, yes "Tot 7-164 aie 87-03-6975 \ 


1B. GAUSE OF DEATH [Enter only one cause per line for (e), (b), end {c).] TERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY; ONSET AND DEATH 


A i, IMMEDIATE cause (o) Heart failure due to arteriosclerotic heart disease Years _ 


S DUE TO 
Conditions, if ony, A ) Healed milliary pulmonary tuberculosis, | Years _ 
geve rise to Immediete cousa 
{e}, stating the underlying Bel 
euse lest. 7 (ch 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WASAUT CRE 
%| G-B-8- agsece with, cerebral arperioscle: sis with psych tic react on. vis [No [J 
S|_C, W leohol fn Ox, withouw qua | BL 
= |202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 20f. {City or town) {County} (Siete) 
a Hour a.m. While Not While fectory, street, office bldg., etc.) | 
= mins 19 jal work et work ! 
21. I certify that (I) (this hospital) attended the deceased from.............. 5-2 A=. 19.57 ey keres kom 195 \, that (I) (we) last 


961... and that death occured h3504P athe the causes and on the date stated above. 


10-19. 
220, /SIGNATURE a j ; 2b, DATE 
pitreiwea VKY CL tah SAA sh ARENT] iteron CANS. 10-1821 


c. PHYSICIAN’S 22d. ADDRESS 


NAME (yee) Julian Radzykewyez, M.D, Springfield State Hospital, Sykesville, Md 


saw the deceased alive on. 


23d. LOCATION (City, town or county) {Stete) 


23a. BURIAL, ETON: 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 

i 10-23-61 Baltimore National Baltimore 
24 FUNERAL DIRECTOR'S SIGNAT! DDRESS 2Sa, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
‘Wm. Cook, inc. ,1217 St.Paul Street pa@GT 2 4°61 Carktun £, Maas 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


11249 CERTIFICATE OF DEATH 11237 


1, PLAGE OF DEATH 4 2. USUAL RESIDENCE (Where deceored lived. If istuion: Residence befare edison) 
i arroll marvLAND || % Maryland b. COUNTY 

Montgomery 

b. CITY OR TOWN [IF outside corporate limits, Write ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (|f autside corporate limits, write RURAL and give nearest town) 


“SykeSvilte” i yrs 16 4 Rockville, Md t5x¢2 Be 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 102 Argyle St. yes) nok) 
NAME OF First Middle last 4. DATE Month Doy Year 
ness print) Edith Gray Stars Oct Wy 1961 


S. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED (-] i DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


ri ofter death. Page 4 


Pages 1 and 2 shauld be 


fer death. 


last birthday} [ Month: Da; He Mi 
Female Wh wibowen [J] bivorceo 1] te le tl Mi 


1-11-1890 71s. 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country} 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retirad) 


ousewife Virginia U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Franklin Stearns Emily Palmer 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. SOCIAL SECURITY NO. | 17. INFORMANT Sprigfield State Address 


ties oo a tee Hospital Records Sykesville, Ma 


18. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: | ; cee beat ee ll 
IMMEDIATE CAUSE (o)_ Subacute vegetation bacterial endocarditis, weeks 


4 DUE TO 


Conditions, if any, which ) _organism unknown, 
gave rise to immediate 


couse (0), stating the under- ( CUETO left lung - Bronchopneumonia. 
lying cause lost. «Bronchostaxis with abscess fyemation in lower weeks 
Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. a AUTOPSY 


Then please remove corban papers. 


the State Board af Health priar ta burial, cremation, or remaval, and in any event, within 72 haurs 


RMED? 
Manic depressive reaction,depressed type ves FY Not] 
20a. ACCIDENT WAS UNDERLYING (1 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part il of item 1B.) 


OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm, | 20f. (City or tawn} (County) (State) 
Hour 0. m. While Nemehiie factory, street, affice bidg., etc.) | 
at work [] of wark 1 


ote has been signed by the attending physician ond campletely 


e burial-transit permit. 


MEDICAL CERTIFICATION 


2b.DATE 
| ARENDING M 10/147 @L 


22d. ADDRESS 


Zc AHYSICIAN’S 
NAME (Type) 
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‘4 
Naci_N. Buynkunsol, M<D. 


230. BURIAL, CREMATION, | 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 233. LOCATION (City, town, or county} (Stote} 
REMOVAL (Specify) 


remation |10/16/61 _| cedar Hill i 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRARS SIGNATURE 


Robert A. Pumphrey, Bethesda, Maryland joan #71 1 9’6! Cathar £ Piasd 
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moy E 
page 3 shauld be detached for use as 


TO HO! 
» TO FUNERAL DIRECTOR: After this certi 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


— 


11249 CERTIFICATE OF DEATH oan 
= ce 
5 3 = M 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If isttutian: Residence before admission) 
LJ a. COt a. STA’ 
= Carroll MARYLAND Maryland b. COUNTY 
2s Die b. CITY OR TOWN (IF autside carporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
3 s a RURAL and give nearest tawn) 
Ee Se Rural--Sykesville ms29de Baltimore 
= 22 d. ae Ore HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. is RESIDENG: 
5s fe 
> SS springfield State Hospital 205 E. North Avenue yes []_ No 
ara 
5 
@: 5 3. NAME OF First Middle tost 4. DATE Manth Day Yeor 
Hee (Type or print Edna Hall Dears 10 3111 
£ 333 5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED Oo 8. DATE OF BIRTH % areas wunore a rune PAE. 
he 5 3 janths E 
ge 2 4 2 fémale white WIDOWED Divorced [] 6/6/87 4 yrs. * oe re 
2 eg ra 10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
2 8.25 during matt af working life, even if retired) 
ae eee H Maryland USA 
TG arytand 
2@ Sak 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
iif @ 
2 O86 
3 Se D Luther H. Galway Langley 2 
= & 5 “4 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 0 & € {Y¥es. no, oF unknown) Uf yes, grve wor or dates of service) 5 3 é ‘ Z 
Lt no | f Springfield Hospital records, Sykesville, Md. 
3 & 83 = 1B. CAUSE OF DEATH [Enter anly ane cause per line Far (a), (b), and (c)-] INTERVAL BETWEEN 
7. =a PART I. DEATH WAS CAUSED 8Y: 4 
pies IMMEDIATE CAUSE (a) Coronary océlusion ours 
isd £eoe 
tS Ss, . || DUE TO 
2 > 5 2 - 
: 23 Canga t ny. whieh ms Coronary arteriosclerosis | years 
& OE immediate 
3 68 § cause (a), stating the under { DUE TO | 
ee au lying cause last, ) 
ale yingicause lost. 
2 ae 3 6 i a Parr Wl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. aes ce 
gers = 4 ¥ ‘ 
26325 $|Manic depressive reaction, depressed type. ysQ] No® 
Po ae 5 & | 206. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 
Zooes & | OR CONTRIBUTING [] CAUSE OF DEATH 
epee G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 : 35 & [20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 206. PIACE OF bry aes form, Pe (City ar tawn) (Caunty) (State) 
Fong 3 Haur a. m. While Nat while elany Sire ape etc.) 
Zi2528 2 ww t work [] at wark 
a@pec = Pim. jat war! wal 
a pee - ; ‘ 
Z #3 ZnS 21. | certify that {% {this haspital) attended the deceased fram.____. 5, fc) ee ge ee oo 196l, that AS (we) last 
H 
2 i GE saw the deceased alive an.___1O/31____ 19 61, and that death accurred ur? m the causes and an the date stated abave. 
a2 
§=O3 2a. SIGNATURE R - ny 7b. DATE 
aes pene ‘ when ATTENDING : STAFF Ig 
ae gs (te A. a M.D, | PHYS. Bleecror CO PHVS, u/i7ei 
S : ozs Pacer ne 2s. xootess Springf i State Hospital 
S s 
, S geet Rita S, Glahn, M, D, 
3 ze Be 23a. polls ealelileiN 23b. DATE THEREOF Zz . NAME OF CEMETERY OR 
~S% ay 
5 ae 82 < Lh Poe G/ 
er 


2 
sO. 'S SIGNATURE c 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
pate NOV 967 “1s 
Ket ob Epa 


— 


illed in by the funeral 
Pages 1 and 2 should 
death. 


within 24 hours after 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hour, 


d completely 


jan an 
Then please remove carbon papers. 


igned by the attending physic’ 
it permit. 


: The law requires that the death certificate be exé 


pital or attending physician. 


ITAL OR ATTENDING PHYSICIAN: 


ge 4 may be retained by the hos, 


TO H 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND S 
1 1 2 50 CERTIFICATE OF DEATH 


iG aes OF DEATH v. 4 2. USUAL RESIDENCE (Where deceesed lived, If institutions Residence before edmis: yr 
e. COUNTY s e. STATE b. COUNTY Hes 
Carroll MARYLAND Ma ryland Balto.City 
b. CITY OR TOWN {if outside corporete limits, "| «. LENGTH OF STAYIN tb || c. CITY OR TOWN [if outside corporate limits, write RURAL and give nearest town) 
write RURAL end give neerest town) 3 
Sykesville 2 yrs. Baltimore 2. _ yo 4 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS e. EIS 
Springfield State Hospital 125 Cheapside __| ves [Lj No 
3. NAMEOF = First Middle an paesen Pre “Month “Dey —S_Yeer 
DECEASED 
(ypeorerin) Rudolph Carl George Jantzen BEa™s October 5, 19 61 
5. SEX 6. COLOR OR RACE] 7, MARRIED [_] NEVER MARRIED [] | 8» DATE OF BIRTH % ee yay IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. lest birthdey) |"Months| Da Hours Min, 
Male White wiowen[] _vivorceo [| May 21, 1913 hes ry ee eu | , 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A, 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
done during mast of working life, even if retired) 


xr 


TI. BIRTHPLACE (County & Stete, or foreign country) 
Maryland 

14, MOTHER’S MAIDEN NAME 

Matilda J ensen 


13. FATHER’S NAME 


Thies Jantzen 


vs WAS en EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
‘es, m1 4 unkown) | (I Dee ulvewarerdstescteerice) 
“fo = Springfield Hospital Records 
1, CAUSE OF Di et only one couse perline for{e), (B).end (cl = . "| INTERVAL BETWEEN 


ONSET AND DEATH 
ran manasa Squamous cell carcinoma of the lung with metastasis. lionths 


/ Pas DUE TO 


Conditions, if any h (b)__ te rs — —— 


DUE TO 
ceuse lest, te) L th. 
3 Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)) 19. Spee 
ie *Se, alcohol intoxication without qualifying phrase. Pulmonary ves [] No i] 
| 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) ‘ 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) é 
= 
% | 20c. TIME OF INJURY Month, Dey, Year | 20d, INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, 201. (City or town) (County) (State) 
ray Hour a.m, While __ Not While factory, street, office bldg., eh 
*h ee 19 et work [] at work 
. 1 certify that (1) (this hospital} als the deceased from. Yebober.. ees: 9. 55 Octoher.. eee ey 19. 61 that (1) (we) last 


aie 6. .» and Ms death occured 10.8 L5AMirom the causes and on the date stated above. 
22b, Bag 


22a, TURE ” 
ang MEDS STAFF ED. 
( = MAA AL as i hel Beat oO DIRECTOR [_} PHYS. 10, Ver 
22c, PHYSIZIAN’S 22d. ADDRESS 


Ny "Agustin delCampo, M.D. Springfield Hospital,Sykesville, Md.e 


saw the deceased alive on 


(City, town or county) (Stete) 
? 


25b. REGISTRAR'J SIGNATURE 


23a. BURIAL, Boece DATE THEREOF 4 &. NAME OF CEMETERY OR CREMATORY "> LOCAT! 


REMOVAL (Specify) ie Foe a, G2 eZ) ately Beure 


24 FUNERAL emt, SIGNATURE ADDRESS z 25¢e. an BY “REGISTRAR 


Laem ly H Vieewele [ite abetanalt 2 poGne WET 14 '61 


(ous 


a) 


Page 4 
by the funeral directar, 


Pages 1 and 2 should be filed wi 


the State Board af Health priar ta burial, crematian, or remaval, and in any event, within 72 haurs after death. 


jaurs after death. 


6 
din 


igned by the attending physician and completely 
Then please remove carbon papers. 
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oi 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


11253 CERTIFICATE OF DEATH: 11239 


1. PLACE OF DEATH : 2, USUAL RESIDENCE (Where deceosed lived. IF institution: Residence before a: 
be i Al *, 
ae Carroll MARYLAND a Maryland Bs coh la 5 
b. CITY OR TOWN [IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if ovlside corporate limits, write RURAL Si ive nearest ~~ 


RURAL ond give neorest town) “4 
Henryton 1,993 days Baltimore Me bed: 
e. 1S RESIDENCE! 


d. NAME OF Fea (If not in hospital, give street address) d. STREET ADDRESS 
OR INSTITUTION ON _A FARM? 


Henryton State Hospital 302 E. Lanvale Street Yes []_No Ba: 


. NAME OF First Middle Lost 4. DATE Manth Year 
DECEASED OF 


(Type of print) Clara Belle Jones DEATH 10 “* 1961 


ras GICOLOROR RACE IT. MARRIED [] NEVER MARRIED ia B. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last ete Months! Days | Hours Min. 


Female Negro _|wioowenx] ——ovorceo] | 2-14-1918 43 ys 


10a. USUAL OCCUPATION (Give kind af work dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Domestic Wilmington, N.C. U. 8. Ae 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Richard Jones Darlene Jenkins 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Cato munkcen] (Meljeage se treat neelanien 
| Unknown Clara B. Jones - Patient 


No 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (6), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH Was cntetoet.., Far advanced bilateral cavitary pulmonary TB 


DUE TO 
=. 


Canditions, if any, which o 
Gav atirive lichlimmedrare | 


couse (0), stoting the under: DUE TO 
snghedsasp este a 
Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART (0) /19. PERFORMED? 


yes] no) 


20a. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Port I! of itern 1B.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {State) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. lot work [] at work [7] ‘ 


MEDICAL CERTIFICATION. 


sow the decegséd olive on__ _196 ond that deoth cdr w2250 1Balthe co causes a on the date stoted above. 
22a, SIGNATURE 2b. DATE 


“Oke ak Wp. Mor: Biocsy ATTENOING 


M.D. | PHYS. 
22c. PHYSICIAN'S, 22d. ADDRESS 


MAME (yPHdgars M. Maculans, M.D., Sg EP Se ee ae Pee ee 


MED, STAFF 
DIRECTOR () PHYS. 


Re, en Seen | pe 23b. DATE Ty wy EE NAME OF CEMETERY OR "ee 23d. LOCATION (Ci town, or he a (Stote) 
VAL (ppecify’ 
Pes WC /96l |Bals ($52) Fashenck . THtk 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. REC'D BY REGISTRAR =| 25b, ar e Spokane Te 


Ze~ze hw Y rtt ET 1061 Chaktot db Poms 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 1194 a 


ol 


= os 
& Be 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befare odmi 
« BS oa ar.) rroll MARYLAND te mee 
£ r-] b. CITY OR TOWN {If autside corporate limits, write c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn) 
‘3 s eo) RURAL and give nearest town) ya) \ 
> 52 * re" = Q a 
ag Ke 2 {i a i and a 
2 22 d. NAME OF HOSPITAL (if nat in hospital, give street address) ‘e d. STREET ADDRESS. e. IS RESIDENCE 
o = eS b 15 OR INSTITUTION ON _A FARM? 
§ 25 ngfield State Ho a 155 Bedford Street ves [NO Bi 
ae = 5 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
eo ee ‘ DECEASED DEATH 1 
= ——— October 28 61 
= 3 
> 5. SEX 6, COLOR OR RACE |7. MARRIED [SE NEVER MARRIED [-] | 8. DATE OF BIRTH aa B EO i YEAR] i UNDER Be HRS. 
2 lanths| Days | Hours in. 
2s Female White wipowep [] pivorceD [] 74. 
ea 10a. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF AUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
8g during mast af working en if retired) 
Ue Ho awife ire Sean 
z 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
69 
22.0 
Be Joseph Slaughter Mahala A. Slaughter 
EF? 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
a E [Yes, no, or unknown) UF yer, give war or dates oF service) @ 
Pe Mo 5-12-2200 ospital Record Sprincfield St. Hosp. 
8 
a3 
€ 
§ 
= 
i= 


1B. CAUSE OF DEATH [Enter only one cause per Jin® far (a), (b), and {] 2 eet hee eel 
PART I. DEATH WAS CAUSED BY: ° . 
IMMEDIATE CAUSE (0) ? He Ceoy 

2 Qe } nm DUE TO 


Canditions, if any, ‘which . 
gave rise ta immediate 


i DUE TO WP) a 
cause (a), stating the under- eee le 
ipinateaveelintig ae , LOL tx 


, or removol, ond in ony event, within 72 hours ofter death. 


The low requires thot the deoth certificote be executed with 
ronsit permit. 


tained by the hospitol or ottending physicion. 


Gi Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTI BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T{o)|19. WAS AUTOPSY 
is 
¢ é yes [] NO 
© | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 1 ar Part I! af item 18.) 
> & | OR CONTRIBUTING 1] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Hame, form, | 20F. (City ar town) (County) (State) 
a Hour a.m. While Not while factary, street, affice bidg., sie 
= p.m. 19 lat wark (] at work 


21. | certify that (1) (this haspital) attended the deceased fram.____ LL ae kos ay 59, 10... O0t. 28 y9-61, that (I) (we) last 
Oct. 281961,. and.that death accurred at.-).M, fram the causes and an the date stated abave. 


: After this certificate hos been signed by the ottend 


saw the deceased alive an__ 


TAL OR ATTENDING PHYSICIAN 


the Stote Boord of Health prior to buriol, cremotion, 


poge 3 should be detoched for use os the b 


a 
° 
5 ATTENDING STAFF 
Ps He M.D. | PHYS. BiRecToR PHYS. 
5 2e PHYSICIAN’ S 72d. AQOKESS y 
5 ype) 
2 Lae CME. 
< M4 LAZGE 
, a. BURIAL, CREMATION, | 23b. DATE THEREOF 3c. NAME OF CEMG ay RC RY Bd. LOCATION) in r caunty) 
~S HAOVAL (Specify : . 
BS PMN TELE iu Bald - LTE ad , 
= - 24, Fu RAL CLE IGNATURE A DDRESS ye REC'D BY REGISTRAR | 2Sb. REGASTRAR'S SIGNATURE 
VR AIS (4: eZ reo) YE est, “LZ y 
Tse 9759) A LZ WALL LG a BfT-3-4-6 Statin 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 1125 QMEDICAL EXAMINER'S CERTIFICATE OF DEATH my 
HEALTH DEPT. 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore decossed lived, If inition: Residence before 2 dmistion) ie 
“3 «. COUNTY a, STATE M 4 b. COUNTY Balt. 
5 _MARYLAND n alto.Ci * : 
9 b. CITY OR TOWN [if o ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest own) 


write RURAL and give nearest town) 


2S 
gos 
e35 
38 4 
pee Omos da ___Baltimore = Vy gf 
> 5 & = NAME OF HOSPITAL OR INSTITUTION {if nol in hospitel, give street address) ‘d. STREET ADDRESS @ IS dos 
3 E32 2130 Callow Avenue ST xo 4 
SEB ee Springfield | State Hospital __ a = oo | EEN 
e@: s oA m4 3. peat ie Middle Last 4a. erie ~ Month Day Year 
i ca (Type or prin!) Charles Randolph Kennerly death §=©October 30, 1961 
gots: 5. SEX 6. COLOR OR RACE|7, MARRIED ["] NEVER MARRIED [44 | 8- DATE OF BIRTH 9 AGE hn IF UNDER YEAR| IF UNDER 24 ARS. 
ey! i 
SEEzs Male | White | woowo[] ovorcmp]| October 15, 2891] “PO.” |Mone| Oe [Rows | He 
2 ae a pes ea ro wo Sie kind : isa) 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
=8 § ione most of working life, even if retire 
Byee'> ‘Labore - Maryland U.S.A. 
= ég ge 13, FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
= = 
Age ci John Kennerly Sara English 
29 Ee 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17, INFORMANT Address 
slab (Yes, no, or unkown) | (Ifyesgivewerordatesofservice) - 
eee No = -12-1710. “ingfield Ho: 21_Records — == 
2ke od me, Pe e == 
gs = 5 - | | 18. CAUSE OF DEATH [Enter only one cause per p16 for (a), (b), and (e).] Sp ss spit ae i INT! L BETWEEN 
$e 25— PART |. DEATH WAS CAUSED BY een 
358 5 z IMMEDIATE CAUSE fo) Acute myocardial infarction Minutes: 
388ae © -] we 
3255 5 Conditfons, if any, whieh ») Coronary arteriosclerosis Years 
po See | geve rise to Immediete cause 
Ceho {a), stefing the underlying f DVETO 
£ as unset (ee) 
Sz eyo cause lest, (e) 
= B # 8 § FA PART “i Gare SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}| 19. WAS AUTOPSY 
ae ge a izophrenia,paranoid typé,with alcoholism,and asocial behavior. he mea 
= = 3 z § 3 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury In Pert | or Pert Ill of item 1B.) 
aziiy [5| Sishaciemneo 
Boone a 
tes pe: 3 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ' 20. (City or town) (County) = (State) 
EGR. 5 our’ fer. While Not While fectory, streel, office bldg., etc.) | 
e2n5 (7 pe = 19 at work [=] et work [=] 
ay 8 eat 21. 1 certify that | took charge of the remains described above, held an Autopsy Fy}. Inspection . Inquiry x). and in my opinion 
S530 = 4% from: Natural causes iis} Accident Suicide Oo Homicide ies! Undetermined manner Oo 
S 
ae ‘| gz 4 CHIEF MEDICAL EXAMINER |] 
ae é AaB tte ‘a mp, ASSISTANT MEDICAL EXAMINER DATE SIGNED 
£2 -D. 
a 33H = DEPUTY MEDICAL EXAMINER F&F) 
S2E3 James T, Marsh, M.D, Address (Sireet, elty, town, or county} 10/ 30/ 61 
a: 36. EMATION,| 22b. DATE THEREOF ‘Ze. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, or country} (Slate) 
= Me ity 
Seto b.. vitae ; I LL-L-b CO \panbheA POPE ELA ; 
a OR 


24b. REGISTRAR’S SIGNATURE 


Ontlun £ Aiasae 


23. INERAL DIRECTOR 24e, REC'D BY REGISTRAR 
Vorark Puwtan Wornb,staapzeat a) |" Nyy si 


vs. aisme — \| 
5M 7/59 


led in by the funeral 
rs. Pages 1 and 2 should 


e within 24 hours after 


ing physician. 
After this certificate has been signed by the attending physician and completely 
ransit permit. Then please remove carbon 


The law requires that the death certificate be ex: 


on 
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ined by the hospital or attend 


ITAL OR ATTENDING PHYSICIAN: 


age 4 may be retai 


4 P. 
ERAL DIRECTOR: 
director, page 3 should be d 


» TO FUN! 


2a 
(ie 


be filed with the State Dept. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, marta; 


11254 * _ CERTIFICATE OF DEATH 


. PLACE OF D! 


2. USUAL RESIDENCE (Where daceesed livad, If institution: Residance befora admission} 
e. COUNTY 


©. STATE b. COUNTY it v7, 


“ce. CITY OR TO" side corporete limits, writa RURAL and give nearest town} 


ehe ZA a MARYLAND 


B. CITY ‘OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN Tb || 
Pee p> giyé naarest town) 


a. wari OF ney OR Il ATION Jif not in hi iva LEY ‘addrass) a ADDRESS, ia . IS RESIDENCE 
Ve ON A FARM? 
ill she: I Yes Nope’ 
. NAME OF First “Middl: 4. DATE “Month Day. Naar 
DECEASED OF 7 


DEATH Bobrter 26 19 G/ 


{Type or rin) Lever e- ears. _Lhe- 
PATE OF BIRTH 


5. SEX 6. COLOR OR RACE 7, MARRIED [Sq NEVER MARRIED [_] 9. AGE (In years |IF UNDER T YEAR| IF UNDER 24 HRS, 


Re eae ae ye WEE. os Le Days | Hours | Min. 


Da. "USUAL OCCUPATION {Give kind of work 42, Cr IN OF WHAT COUNTRY? 


SA. 


1Db. wie BUSINE! R INDUSTRY | 11, BIRTHPLACE Se & Slate, or foreign country} 


mas oe Pe oer NAME 


bbb , ey eae ea ah - 
ORCES? | 16. SOCIAL ‘SECURITY N NO.| 0 wont 

8516 Ja ches "ria [res Fer shy, Peck 
IMMEDIATE CAUSE (a}__ 


PART I. ain WAS CAUSED BY: 


hand ic). G/ AL BETWEEN 
ONS EAN DEATH 
4 i) 
SS = Fi 
Q OX Kore 7 


Conditions, if eny, which (b) = =e — — = 
gave risa to immadiata cause 

{e}, stating the undarlying 
couse lasi. (eh 


DUE TO. —_ 


20c. TIME OF INJURY Month, Day, Year 
Hour a. 


2Dd. INJURY OCCURRED 


Whila Not Whila 
‘et work ik 


2De. PLACE OF INJURY (Home, ferm, ' 2Df, (City or town) {County} {Stete) 


factory, sireat, offica bldg., etc.) | 


—_— oo 


ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ae eat rae 
= a ea REFORMED: 

4 ~— —_— a YES ol NO c=¢ 
& 2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURED, {Enter natura of injury in Part | or Part Il of item 1B.) 

E | OR CONTRIBUTING.EHERUSE OF —————. —— —_—_— 
© |MIF EITHER, NOTIFY MEDICAL EXAMINER) 

z 

ee 

8 

z 


Wes 


‘ wr 19G@d, that (I) (we) last 
|, from the causes and on the date stated above. 


22b, DATE 
ATTENDING MED. STAFF SIGNED 
Mop. | PHYS. A pirector [] pHs. [7] 
22d. ADD 


Palys 1 FAD es) Mess slik Ad 


ve NAME OF CEMETERY OR CREMATORY “ee LOCATION (City, town (Stata) 
Garde 


Sa Speuwerit-| Fy Ses Mi pre [ancl 


25a, eer BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


23>. DATE THEREOF 


Ocf, 30,96 


RIAL, CREMATION, 
(Specify) 
A 


pare OCT 3 0'61 Cntlun £ Means 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


PIAS Ret CERTIFICATE OF DEATH : 


— 


~ ce 
& 3 ss! 1, PLACE OF DEAT) 2. USUAL RESIDENCE (Where sed lived. If institution: Residence before admission 
2 = 3 ce. COUNTY MARYLAND a. STATE b. COUNTY Z 
£ 3 e b, CITY OR IN (If gutside merge, onjts, write | c, LENGTH OF STAY IN 1 <. CITY OR TOWN (If outside -sorporoje’limits, write, RURAL and give nearest town) 
Bias 10) RURAL offd give ngftest toon) 
Toe 40 
ee d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS. sy e. IS RESIDENCE 
ot er? ‘OR INSTITUT! y ‘ON A FAR 
i m4 
2 a oe Le yes) No. 
@ =o 3. NAME OF First Middle lost 4. dig Magth Day Year 
3 DEATH mz v@ / 
> 
oO 
2 


& SV veceaseo c 
(Type ar print) 
5. SEX 6. COLOR ORRACE ]7. MARRIED IF NEVER MARRIED [-] | 8. DATE OF BIRTH f (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
RL Qo a irthdey) | Months] Days | Hours | Min. 
lL flu wipowep [] pivorceo (] ia yrs. 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTI 11, BIRTHPLACE (Stote or fareign cayntry) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) GF ZW Ss: 4 
e < 4 
13. FATHER'S’ iE 4. MOTHER'S MAIDEN NAME 
QUA t, Ab aevcr tr) 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


EN 9.36 Zn We Ji Ded - Blo 


18. CAUSE OF DEATH [Enter only one cause per line far (a), (b), ond c}.] INTERVAL BETWEEN, 


“7 ~s— —_|ONSET AND DEATH 
Po a ee hr bate) pW, Meek mobrshan), 7G 60 
P. 0 x DUE TO Pars. ¥ 


Conditions, if any, which fre Chit as 
Z96l 


Then please remave carban papers. 


the State Board of Health priar to buriol, crematian, ar removal, and in any event, within 72 haurs after death. 


gave rise lo immediate crs BS 
couse (0), stating the under- oh 
lying couse lost. ©) “ hin, Cvs : 


Part Il. OTHER SIGNIFICANT CONDITIONS ae TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/19.. esd AUTOPSY 


The low requires that the death certificate be executed within, 


: After this certificate has been signed by the ottending physician and campletely fille 


se 
oS 
a 
525 
Bes 3S 
S55 2 RFORMED? 
aso fel as O noo 
5 Sale = [200. ACCIDENT WAS UNDERLYING C]__ | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I or Port II of item 1B.) 
ee oe & | OR CONTRIBUTING LT CAUSE OF DEATH 
aece & }(F EITHER, NOTIFY MEDICAL EXAMINER) 
2s5e & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, 1 20F. (City or town) {Caunty) (Stote) 
= 5% eo rat Hour o.m. While ilar white: factory, street, office bldg., 2) 
= = me ” 
ape. = p.m. lot work [7] at work 
esd r 5 a 
2, = 4 21.1 certify that (I) (this hospita}) Aer the deceased from_______/ G LL ..49 [eee 6 LES 19.___, that (1) (we} last 
or<2 
Z 2a 3 saw the oh alive on. A. 196 f.. and that death occurred otf. M, fram the causes and an the date stated above. 
e =Os Za. SIGNATU y 2b. DATE 
2257 ATTENDING “MED STAR Bere 
ees LENS ot M.D. | PHY: a DIRECTOR Pehl 5 LD lof 
O252 Te. PHYSICIAN'S 22d. Pe 
35°% (Type) } (/ A 
Zz 3 Mh E, 
>: . Wo, BURIAL, CREMATION, |23b, DATE bea? (Stote} 
o 
2528 OVAL {Sppcify) V6 -6 Ps 
oes 25b, REGISTRAR'S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11256 ra CERTIFICATE OF DEATH 11243 


= 


5 oz = - 
= 33 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where doceesed lived, If insfitution: Residence before edrssion) 
0 ¢o 
o 25 a. COUN! a. STATE b. COUNTY 
5 oN Carroll ____ MARYLAND ryland Balto, City 
2 F4 b, CITY OR TOWN [if outside corporate limits, ] ¢. LENGTH OF STAYIN 1b || c. CITYOR ila tee outside corporete e weil Be and give nearest town! 
>sye write RURAL and give nearest town) 
a 2 Sykesville lyr. mos «2hd Baltimore 5 Wes 
‘eo 08 «2hdays altimore in 
= 33s d. NAME OF HOSPITAL OR INSTITUTION if not fn hospital give streot address] <d, STREET ADDRESS RESIDENCE 
= Fe) "ON A FARM? 
2 E250] Springfield State Hospital asi Sat ee re | no Lik 
$ BN 3. aacerene First Middle Last i ON te ‘Month — ‘Dey Year 
ogh (Type or prin!) Albert Leonard Krauss Starx OO), . 
eet etober Sal 
® Sse 5. SEX ———=—=«| 6, COLOR OR RACE) 7, MARRIED PS] NEVER MARRIED [-] | 8 DATE OF BIRTH = 9. AGE [In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
vfs irthday) |"Months| D 4 Min. 
: ces Male White winoweD [] DIVORCED ol May 28, 1885 1 ee a | 4 Sl Fe ny 
® §¢e s 10. USUAL ata (Give kind of work, | 106. KIND OF BUSINESS OR a “Ii, BIRTHPLACE [County & State, or foreign sata) 12. CITIZEN OF WHAT COUNTRY? 
= so juris tired: 
= See LESOHSELT SGA PARSE | - Marylend U.S.A. 
s 4 ee _ _ —_ 
E: a o . 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
ue 
3 EO) Albert Leonard Krauss | Unknown 
a = = = = oiupe ES, 
a 55° 15 WAS ial Le . ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT Address 
£ $33 25,0, mgnkown!) 
eae be p_717-07-8626 Springfield Hospital Records. 
= are: 5 > * ~ | INTERV AT 23a 
28 INSET AND DEA’ 
rye SRS PART |. DEATH WAS CAUSED BY: 
Sey ho WASSER. Arteriosclerotic heart disease _ a Years 
a =e 
Sa Gas L}. > DUE TO 
% 
Becte Conditions, if Shy, which (be Seber Gnclerdstg <2". wa eee | Yetirg 
 Deeas geve rise to immediate causa 
e272 a ite {a), steting the underlying DUE TO 

eas cause last. = 
Eee ae (el. 
goes 3 z dy oe Sasa como CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ie)| 19. WAS AUTOPSY 

BSee = ass 
5s : ? : erated Aa cerebral arteriosclerosis with psychotic reaction. ves [K] No [J 
e255 i = [ 200. Alcon WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Pari Il of item 18.) a 
re ieee & J OR CONTRIBUTING [] CAUSE OF DEATH 
gezes & [UF EITHER, NOTIFY MEDICAL EXAMINER)| 
oss Ay s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (Cily or town) — (County) (State) 
25S 8 3 Hour a.m. While Not While factory, straet, office bldg., etc.) | 
8 Ler g nah 19 at work [_] at work [] 

See Le anil — eae — ey 
Heo as 21. | certify that (I) (this hospital) attended the deceased from...YUG...dig. cscs BEL to. eee .25,, 19.611 that (I) (we) lest 
a3 oe saw the deceased alive on. October 2hy a9. , and that death occured at... Q 5 LG, he causes and on the date stated above, 
ea pees 2c, SIGNATURE iaagNG ae 2b. DATE. 
oe des y mo. | PHS. DIRECTOR 1 Pays. Ce 10/8676 
Hoke ae Zid, ADDRESS 

Be a's type) 

Be fa ey Agustin _delCampo, MA, Springfield Hospital, Sykesville, Md, 
y x ps 2 eRenATION]| augna THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county] Gtete) 
o 
52088 SY 27/61 | SACTCCMAE Cam 270. , Ve. 
Cae ADRRE: 25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VR AIS 
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72 hours after death. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11257 CERTIFICATE OF DEATH 


|. PLACE OF DEATH F = 2. USUAL RESIDENCE Nicene: deceased lived, If "OD reer before admission) 


2. COUNTY b. COUNTY 4 
AAr nl MARYLAND || i tt 


. CITY OR TOWN (if outside corporate limits. ) e. LENGTH OF STAY IN tb | 2 Oulsids corporate limits, write RURAL and give nearest town) 
Vi Wet RURAL and give nearest Jown) 


Mites tate rath He LA bbe ttt teh — 


OF HOSPITAL ea Baty TON (if not in Fetal give stree! address) . - a, 1S RESIDENCE 


CHE | 


/f Middle Last 4 DRTE 


PATH v2 DE- A - Leisred * Bien 


7, MARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH |9. AGE {in years |IF UNDERT YEAR) IF UNDER 24 


22% Months] Days | Hours | Min. 
woowe WY pivorcen [-] eee g- -{[¥ Te. 


10a. USUAL OCCUPATION ries kind of work | 10b. KIND OF BUSINESS OR INDUSTRY |. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


done during most of working life, aven if retired) | ‘ vi ; fe drveck_ : A) Gls lecee p iw & Aw 


13. FATHER'S NAME a :} | 14. MOTHER’S MAIDZN NAME 


Siacthe  foral 


enctodun beta! yee iv. SSL cele: oeercunT is pot Address —s - 
VT it. Leh leet 0 Lely, STL ae. uh eley ik 


“18. CRUSE OF DEATH [Enter only one cause per line for (e), (b), and (c).) INTERVAL BETWEEN 


PARTI. DN Wenn antes Cys G42 Ptr, eed hina. ONSET AND DEATH 
#221) eae Grits prbrrte C-“w Paws Pose oa 


Conditions, if any, which (Set 
gave rise to immediate couse 
(a), stating the underlying 
cause last. {) 


DUETO 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ‘BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f{a)| 19. WAS AUTOPSY 


Draw Ars ye opr G qa C4 Cotrr | to 


20s, ACCIDENT WAS UNDERLYING [) | 20, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part I or Part of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,’ 201. (City or town) (County) (Btate) 
our etme While __ Not While factory, street, offica bldg., atc.) | 
19 ‘at work [] 


MEDICAL CERTIFICATION 


Pem, 
21. | certify that {I} (this hospital) attended the deceased from.....77/:! vee xa wast, that (1) (we) last 
saw the deceased alive on.. wel Os, eee ely ne and that ¢éath occured al DM, from hh causes and on the date stated above. 


a yO ATTENDING ‘MED. STAFF 720. SIONED 
ee ie oe D. i _ DIRECTOR 1 pxys. (0-23-67) 
“| 22d, SS 


22c. PHYSICIAN’ Be 450 


NAME (Type) Me Ce Portey eld 


Tae, BURIAL, CREMATION, | 23b. DATE THEREOF 73. R x 7 23d. =[OCATION (City, oe a Ol 


ie: (Specify) Gu. 2 2¢ ‘ll rfl ii ee, 


some ae SIGNATURE 7, J pesos / - Wy, f | 25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
t y, ¢ 


Laide, os en Cheek teas vareOCT 2 7 61 Oothun £ £6 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, M. TSI 
258 CERTIFICATE OF DEATH 5 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institulion: Residence before edmission) 
e. COUNTY | e. STATE b. COUNTY M r 
Carroll MARYLAND Mary] and Baltimore-Oity 


b. CITY OR TOWN (if outside corporete ~~) e LENGTH OF STAYIN tb || c. CITY OR TOWN (IF outside corporete limits, write RURAL end give negrest town) 
write RURAL end give neerest town) ry £ ‘ 
& 


_| 28 days | Brentwood ) & : 


~d. NAME GF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS e. IS RESIDENCE 
tc ON A FARM? 


Springfield State Hospital _4316 Newton Street_ 
last | 4. DATE 


. NAME OF — First Middle Month 


hays de! | OF 
Mid lah Eliza —s- Deaville — Lovery | >>*™" 


ok 


within 24 hours after 
filled in by the funeral 
pers. Pages 1 and 2 should 


72 hours after death, 


letely 


2 L : er 
5. SEX 6. COLOR OR RACE) 7, »4agRieD [~] NEVER MARRIED [] | ©» DATE OF BIRTH )9. AGE (In yeers |IF UNDER1 YEAR| IF UNDER 24 HRS. 
last birthdey) | Deys | Hours | Min. 
Female White WIDOWED oivorcio [] |November 13, 1884 16 yes. 
Wa. USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) | 
Office Cleaner - | England > eas Babs. 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME = 


ficate be a 


James Deaville | | Eleanor Dougall 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY = 17. INFORMANT Address 


(Yes, ne, or unkown) | (lfyesgive werordatesofservice) 
We. Ser sj, ® No (ee cal Springfield State Hospital Re A 
18. CAUSE OF DEATH [Enier only one cause per line for (a), (b), end (c).) ——— a cen Oat Te 
}E AY 
PART I. DEATH WAS CAUSED BY: s 
TMMtoAtt aust @) Arteriosclerotic heart disease ___|_ Years 


3 ad 
L} ‘ O ,|  vut10 
Conditions, if eny, which ) Coronary arteriosclerosis ‘ __ Years. 
geve rise to Immediete couse 
(e), steting the underlying DUE TO 
couse lest. Pe (0) : : a 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 


G.B.S, with cerebral arteriosclerosis without qualifying phrase. sa | ves Gx Cd 


260. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 1B.) 
OP CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) —~—~—~(Stete) 
While __ Not While factory, street, office bldg., ete.) | 
19 et work [_] et work [| | j 


21. 1 certify that (I) (this hospital) attended the deceased from. 19.81 10 AO-23> 19.6.1, that (1) (we) last 


saw the deceased alive on. Len 961., and that death occured at. 6.350, Fen fhe causes and on the date stated above. 


22b. DATE 
ATTENDING TAFE SIGNED, 


PHYS. =] DIRECTOR [isi] PHYS. 10-24-61 


22d, ADDRESS 


Then please remove carl 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


MEDICAL CERTIFICATION 
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r, page 3 should be detached for use as the burial-transit permit. 


Agustin del Campo, | 
23e. BURIAL, oc et DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) {Stete) 


Bartal”” Gct 27, 1961 | Ft Lincoln Cemetery polpersnor Ma. 


(24 FUNERAL DIRECTOR'S SIGNATURE ADDRES; 25e. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


£1259 _ CERTIFICATE OF DEATH 112946 


1, PLACE OF DEATH ~—— . USUAL (Where qa livad, If institution: Residence before edmission} 
8. COUNTY e. STATE b. COUNTY 
Carroll 4 MARYLAND || __ Maryland Mont gom 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL end give neai q 
‘write RURAL and give neeres! town) F = 
Sykesville 23 days Rockville 5 i] N\ * 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give sire! address) | d. STREET ADDRESS 


ON A FARM? 


within 24 hours ater SS y 
a 
= 


en signed by the attending physician and completely filled in by the funeral 


| e. 1S RESIDENCE 


Springfield State Hospital (13221 Fox Den Drive 


in 72 hours after death, 


ag NAME OF” ~~ ‘First ~ Middle last 4. DATE jonth 
EASED . " : OF 
(Type or print) Fannie Lillian Young Madigan peatH = Oc tober 1h 19 61 
aESER 6. COLOR OR RACE) 7, MARRIED [~] NEVER MARRIED Oo 8. DATE OF BIRTH 19. rea Tey TFUNDERT YEAR| IF UNDER 24 HRS. 
ay Whi st birthday) [Months] De H Min. 
Female White | woowe PF ivoreo]| February 8, 1886 a es ae z 


10a. USUAL OCCUPATION (Give kind of work 
dona during most of working life, even if retired) 


10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


Housewife _ - Maryland UeS.A. 
13. FATHER'S NAME — 14, MOTHER'S MAIDEN NAME 

Luther Young Sarah Young = 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Ifyesgivewerordetesofservice) 


(Yes, "ae unkown) 


oO 


Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


-transit permit, Then please remove carbon papers. Pages 1 and 2 should 


PART |, DEATH WAS CAUSED BY, 
L) IMMEDIATE CAUSE (e} Uremia _ = = ott 
f a | DUE TO 

Conditions, if any, whieh ss Renal failure 2 == 
gove rise to immediete cause . , P 
(a), steting the underlying ( PUETO . 
cousa leit. = ts fe) Arterbosclerotic ¢C. V. D, 

PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[e]| 19. WAS AUTOPSY 


PERFORMED? 


ves [] No x] 


Cc 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer 


20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Part II of item 18.) 


20d. INJURY OCCURRED 
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206. PLACE OF INJURY (Homa, farm, | 20f. (City or town) (County) (Stata) 


d by the hospital or attending physician. 


ERAL DIRECTOR: After this certificate has bi 
MEDICAL CERTIFICATION 


ITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be 


ce Bea tsin. Wile oN wile factory, street, office bldg., ete.) | 
2 3 : mae 1 ‘et worl et wor i 
2 33 21. 1 certify that (I) (this hospital) attended the deceased from. Sent. pA) =| 4, that (I) (we) last 
© a 
BZYUZo saw the deceased alive on. i and that death occured at//A....M, from the causes and on the date stated above. 
pals : ; ye 22b, DATE 
ae 22a RNINE a Jy ff ATTENDING MED. STAFF SIGNED 
3 og i L, LL LIF2EALE . mo. | PHYS. [11_opmrector [] pnys. [4 
om Se 2k. PHYSICIAN'S <= — - ai 22d, ADDRESS 
Bees namyATyes) Apustin delCampo, M.B, vingfield Hospital,Sykesville, Md. 
= 88 — ie 
5gs . BURIAL, CREMATION, | 23b. DATE THEREOF 2 ME OF CEMETERY OR CREMATORY 23d. LOCATION (City, t ty) (State) 
ae: 7385 MOVAL (Specify belts fi st Church Cemetery i yer e 
Qovos 4 ama sc 
a a y " 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE 3 ape Mont Re knG 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 Tyson Wheeler Funeral Home 432 vifle, Ma: vate BET 1 8 '61 Onktun £, Tae 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


—_ 


ee, ei 26 ¢ Reg. Dist. No} 
& si 1. Maa iree = Cee ee (Where deceased lived. If institution: Residence before admission) 
& 2, b.COUNTY 
ae Carroll MARYLAND |! Maryland Carroll 
= o b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g a RURAL ond give nearest town) : 
2 32 ,| Sykesville RD # 6 years X Sykesville RD # 
= re ‘d, NAME OF HOSPITAL (IF not in hospitol, give street oddress) YG. STREET ADDRESS @. IS RESIDENCE 
io] de i OR INSTITUTION ON A FARM? 
3 2 J Yes [] No &) 
oO £13. NAME OF Fi Middk TE Ye 
6 EN NAME OF inst iddle Lost DA Month Doy eor 
3 (Type or print) Margaret Belle Maus DeaH §=6October 2 161 
8 5. SEX 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


lost birthdoy) [Months] Doys | Hours | Mi 


October 25, 1900) 60  ». 


female 


6. COLOR OR RACE |7. MARRIED K] NEVER MARRIED [} 
white  jwioowe pivoRceD [] 


100. USUAL OCCUPATION (Give kind of work done| 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) a 


olive on Gage. Se , 196f£____, and that death ee 42_4anm, from the causes and on the date stated obove. 


ai” ee Fa! ADDRESS (Street, city or town, stote) DATE SIGNED 
hit Mele on ffs 2 af 


ACTUAL 
SIGNATURE_~. 


PHYSICIAN'S 
NAME (Type) L 
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TO FUNERAL DIRECTOR: 
page 3 shauld be detached for use as the burial-transit permit. 
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se 8 B35 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME. 
© $83 
ae ans W. Bernard Ecker M. Kate Koontz 
= £33 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | INFORMANT ‘Address 
aS cs (Yes, no, oF unknown) (IF yes, give wor or dates of service} 
& gtx Sao Pe ss 218-32-8039| John S. Maus Sykesville RD #3 
g $8 = 1B. CAUSE OF DEATH [Enter only one couse per line for (o), (b), ond (c)-] . INTERVAL BETWEEN, 
oo Meee 3) PART I. DEATH WAS CAUSED BY: '] 
2 S52 IMMEDIATE CAUSE (0 ey 
3 cae Yegi) gy FEO 
> 
= fr Conditions, if ony, which a ae RS aaede Wa fe 
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£ 23 : 
5 gee couse (0), stoting the under- LE6 
3.2 ; 
4 5 . a lying couse lost. (©) aa Atk aw = A 
B28 5 _ 5 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
ae ce - 
But 5 x yes(] no—) 
gas 3 Vv 
= g 
eooee = [200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
zee2° & | OR CONTRIBUTING L] CAUSE OF DEATH 
agges G | IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sstss & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) (Siote) 
$5805 g Halls ¥6 ike hb) chiie foctory, street, office bldg., etc) ! 
EzE75 = p.m, 19 lot work (J ot work [) H 
Saye? . 
z 3s < 21. | certify thot | attended the deceased from.________. LEGO 2, , 19.__, that | lost sow the deceased 
a2¢eo 
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“20 ) 
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‘22b. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
pec 2 
eer Oct. 4, 1961 | St. Mary's Cemetery Silver Run Maryland 


23. FULERAL DIRECTOR'S SIGNATURE ADDRESS: a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
> 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ii t 2 4 g 
17261 CERTIFICATE OF DEATH me aete 


. PLACE Tegel sd Del Ne {Where deceased lived. If institution: Residence before admission} 
e oe. b. COUNTY. 
Carroll bea Maryland Carroll 


b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b s, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give nearest town) 


Finksburg, RD #1 7_years Finksburg, RD #1 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress} r STREET ADDRESS e. 1S RESIDENCE 


ES 


OR INSTITUTION ON A FARM? 
yes F) NOK] 


3, NAME OF First Middle Lost i DATE Month Day Yeor 


x 


@: afte daath:. Page:4 


DECEASED a OF 
{Type or print) Julius Brinkley Maynard DEATH October 17 1961 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In yeors |IF UNDER 7 YEAR| IF UNDER 24 HRS. 
: lost irthdoy) Months] Doys | Hours | Min. 
male white wivoweD[]__pvorced] | May 12, 1888 


73 


10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


retired store manager retail Morrisville, N. C. U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Er) Brinkley Maynard Yancey 


1§. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


estroer unites” Merion gator amet sao) 
-- -- I230-14-5514 | Mrs. Blanche G. TR Na Finksburg, RD #1 
1B, CAUSE OF DEATH [Enter only one couse per ljgp for (0), (b). ond (el] INTBBVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


Ye) DUE TO 
Conditions, if ony, which 
gove rise to immediote 
couse (0), stoting the under- 
lying couse lost. 


Parr I. OTHER SIGNIFICANT CONDITIONS CONTRIBI TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1/4{|19. WAS AUTOPSY 
PERFORMED? 
yes] NO eg | 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBEATOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING C1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} - ae 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 10e. PLACE OF I ae {Hor farm, | 20F. (City or town) (County} {Stote) 
i 


in 


-transit permit. Then please remave carban papers. Pages } and 2 shauld be filed with 
, and in any event within 72 hours after deoth. 


Hour 0. m. While Not while foctory, stres dg. ote) | 
p.m. Ww ot work [] of work 
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21. | certify that | attended the deceased fram._. 
olive on__ Bea 


ACTUAL 
SIGNATURI 


LOR ATTENDING PHYSICIAN: The law requires that the death certificate be executed with 


PHYSICIAN'S / 
NAME (Typ 


be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: 


> 


‘220. BURIAL, EMATION 22b. DATE THEREOF 22d. LOCATION (City, town, or county) (Stote) 
REMOVAL ‘eae 
buria. Og tie 2 : 2 Finksburg RD # Maryla 


‘ADDRESS “Todo, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
You oat ‘ Sara Westminster, Md. va@CT 2 4 ’61 Cuan, 


page 3 shauld be detached far use as the burial: 
the registrar priar to burial, cremation, ar remaval 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11 262 CERTIFICATE OF DEATH 1 1 a4 9 
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& ez 
i eee 
gs 8 1, PLACE OP DEATH 2h suEupe E RESIDENCE (Where deceesed lived, If institution: Residence before admission} 
“4 oP e. COUNTY a. SY b, COUNTY 
3 2 4 MARYLAND || Lf" ‘a 4 
eo b. CITY OR TOWN (if oulside ae Timits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN fff outside corporete limits, write RURAL and give neerest ton) 
BOSS) rite RURAL ev give n; 

2 mod 
SN ces 
= 2 3a 4. NAME OF HOSPITAL OR ley foue (if not in hospital, give 20. fess) a. STREET ADDRESS = ad Ye. IS RESIDENCE 
= ef FARM? 
= le [par 5 Pe pe LYE 

ore 3. NAME OF Middle, Last 4. DATE Month Day Yeer 

2a DECEASED OF ” 4 a 

a iT -_ 
Sec i (Type or print) f -M MM FF [__ DEATH Caf- 19 

ets eee z é ee ia SS 

8 5. 7. MARRIED [—] NEVER MARRIED 8. DATE OF BIRTH ]9. AGE iliniyoars TF UNDER 1 YEAR] IF UNDER 2 

2 b ly =" Months) Days | Hours 

a WIDOWED DIVORCED ~ ca / 

iS TOe. USUAL aa to kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, sor foreign ee “2. CITIZEN OF 

Ye done d mosyatsrorking lily even if ratired) Meet | 

T3AATHER'S NAME ~ > oa 14. MOTHER'S MAIDEN NAME 


| INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSERAND DEATH 


IMMEDIATE CAUSE (e)__ 


— —-= . 
Y22.] DUE TO ? 
Conditions, if eny, which (b) 4 


geve risa to immediata cause 
(a), steting the underlying ~ DUE TO 
cause lest. te 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING ic) DEATH BUT b NOT RELATED TO THE TERMINAL DISEASE | CONDITION GIVEN IN PART 1(e) 19. “WAS AUTOPSY 


PERFORMED? 
Yes [] No 


The law requires that the death certificate be ex: 


ital or attending physician. 
|, cremation, or removal, and in any event 


has been signed by the attending physici 


\d for use as the burial-transit permit, Then please remove carbo; 


—__— 


'20e. ACCIDENT WAS UNDERLYING T)_| 20b. DESCRIBE HOW INJURY OCCURED. (Enier nelure of injury in Pert lor Pert Il of item 1B.) 
OR CONTRIBUTING-F-EAUS| 


(IF EITHER, NOTIFY SICAL AMINED) —eoeoe 


Ith prior to buri: 


After this certificate 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, ' 208. (City or town) (County) (Stete) 
Hour a. While Not While factory, street, office bldg., etc.) | —_——_— 
Fo : Hades — — — 


ITAL OR ATTENDING PHYSICIAN: 
age 4 may be retained by the hospi 


OVAL (Specify) 
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25e, REC'D BY REGISTRAR 
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CPs IRECTOR'S SIGNATI 97 
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MARYLAND STATE DEPARTMENT OF HEALTH 


pi 1 tT OE OF : aie RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
Ae ) _CERTIFICATE OF DEA 41250 
e = = 
esa 1. PLACE OF DEATH * a: yeu RESIDENCE aye decoosed lived, If institution: Residence before admission) 
ee 4 — PL Win. b. es 
5 : a a 
g ge a MARYLAND is Oecstotl 
= =s b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b 4) OR £ N sis ae ish limits, write RURAL end give neerest fown) 
+ Bas wrjte RURAL end giys neerest tayn—— oe . 
S szz\> AA 4itg hig J 3 the tAL aye ; Se 
= RAs d.”NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sty A ‘STREET mae @. 1S RESIDENCE 
B 28% | ON A FARM? 
FS oe 1 * eo 
2 “3. NAME OF Middle Lest 4. DATE Month Day a 
2 DECEASED -~ | OP S a 
& e (Type or print) We blay a MA J we ts E ie DEATH Cw bh we 19 o 
8 5. SEX ~-[6. COLOR OR nat 7. MARRIED Da(rever MARRIED [_] | B. DATE OF BIRTH 9. AGE (In yeors |IF UNDERT YEAR| IF UNDER 
QZ t bithday) |"Months| Deys | Hours | Min. 
5 VA Ww WIDOWED pivorceD [| Slow 2 §- 1s i 6 [om | 
5 10e. USWAL OCCUPATION (Give kind of work | 10b. KIND OF BUSIESS OR INDUSTRY | 11. Mi ‘(County & Stale, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
o 


done Cane fost he oie even if retired) | Ceene Va le Wane. Cececd Om, AY A 


iM ae 'S MAIDEN FAME 


Mdesese Hdl, Veapanea. A Waal gp 
hsbc Nef 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. [ 17. INFORMANY 4 | ~ Address 
(Yes, no, or unkown) ys werordatesof servi Vy 


Ws KY [¢~6 YY" Maa li, Wiebke y.WV 


18. CAUSE OF DEATH [Enter only ona cayke per line for (e), (b), end (c).] 
PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a) 2 LL pee 
SF / xe DUE TO 


Conditions, if any, which (b) 
Qeve rise to immediete couse 


Then please remove carbon papers. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, wit 


) INTERVAL BETWEEN 
ONSET AND DEATH 


ransit permit. 


The law requires that the death certificate be ex 


te has been signed by the attending physi 
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£°'5 {e), stoting the underlying ( PVE TO 
a te couse lest, (c) 
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a Sot Zz PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
SEos o - th = ia PERFORMED? 
Doe 6 5 ves [] No [a 
me 5 a & 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of itam Ciel i a 
ES & | OP CONTRIBUTING [] CAUSE OF DEATH 
meee & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
uy ie = Lane 
OFs2 x 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
2523 3 While __ Not While factory, street, office bidg., etc.) | 
p? <3 2 19 at work [_] at work [_] ' 
‘nm 
et 208 certify that (I) (this hospi aot9 attended the deceased from /, that (I) (we) last 
& Suz saw the deceased alive ent 19.@ /., and that death occured ai ‘M, from the causes and on the date stated above. 
493 abil 
ore 2 22e. TO! 22b. DATE 
Offa? ATTENDING MED, STAFF SIGNED 
eee mp, | PHYS. [A dikecror ( pays. Te SE 
= ane Pe. aie ! WH. Fo Ae . 22d. ADDRESS in “la >. ‘ wz 
ans oA hair Mes a F-6 
= a a 
re 5 Maret a. Sennen! See 
- PS 73a. BURIAL, CREMATION, | 23b. DATE THEREOF Zig NAME ‘OF CEMETERY Hen CREMATORY 23g. LOCATION (City, to . or county) (Stete) 
Reh o Beet (Specify) _—y —b i ¢¢ YK, 
929% A \Gag {2 free Mein rexbig, aot 
Be 24 noe DIRECTOR'S Palys DRES: f | 25e, REC'D BY REGISTRAR | 256. TRAR’S SIGNATURE 
ie ce fortied WG ocr 1a ‘61 
15M 9/60 rs yr a 2CLL40 ~ CALLE (4 DATE ps. a BP Vivace 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


64 CERTIFICATE OF DEATH 14 251 


— 
rape} : = ———— 
5 23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If insfilution: Residence before edmission) 
nee e. COUNTY e. STATE b. COUNTY 
5 2s Sa odd a>." <= MARYLAND || Maryland é Send arroll 
2 B.C GRID MN ouside corporale limit, |e. LENGTH OF STAY IN 1b &_CITY OR TOWN (If outside corporele limits, write RURAL end give nearest town) 
= write RURAL and give neeres! town) | my 
nN =) 
ee —Westminster _ _8 months || Westminster ES a, a 
‘s B d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS e. IS RESIDENCE 
ae | ON A FARM? 
Pakage (ame <i o11 County General Hospital _| ves [] Nose} — 
ry 3. NAME OF First Mid. Last 4. DATE Month Day Year 
@ DECEASED OF 
int) ATH 
E Tyee erein) Baby Mitchell » J es B.- 25. aaen 
o 5S. SEX 6. COLOR OR RACE 7. MARRIED. NEVER MARRIED |. DATE OF BIRTH |9. AGE (In yeers [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
z | last birthdey) [Months] Deys | Hours | Min. 
e y White | wirowep[] _ pivorcto ine } 10/25/61 ee es. | 20. 
Te. USUAL OCCUPATION (Give kind of work | 1Db, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retired) | | 
se Oe mei | Carroll Co. Maryland | United States 
13, FATHER’S NAME ia, METH AIDEN MANE 
| 
‘les Mitchh11 | _ Sally Wright = s 
15. WAS DECEASED EVER IN U.S, ARMED FORCES? 


(16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yes, no, or unkown) | {Ifyesgive werordetesof service) (3 CL-f: 
No ie | (Laslee Dahil, = ae 


SS CAUGE OF BERTH [Ener oi ove watts purine tev Pir TOY ond (OT INTERVAL BETWEEN 
Al AY 
PART |. DEATH WAS CAUSED BY: ia tay Vis jo 


Congntd: 


IMMEDIATE CAUSE {e)___| 


27 742 DUE TO 


Conditions, if any, which {b)_ 
to immedieta ceuse 
(a), stating the underlying 
couse lest. avi. ef 


PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOfJEATH BUT NOT PELAT$D TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)] 


DUE TO 


The law requires that the death certificate be ex 


"19. WAS AUTOPSY — 


After this certificate has been signed by the attending physician ant 


director, page 3 should be detached for use as the burial-transit permit. Then please remoye 


a 
= be filed with the State Dept, of Health prior to burial, cremation, or removal, and in any. 


fe 

2 

2 

Fd 

Pal 

3 

a 

a 

= 

cv 

= 

2 

3 

ie 

° Zz 
zs 2 cS PERFORMED? 
Va \ $ ; yes §@ No [] 
Be 4 & | 200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nelure of injury in Pert | or Pert Il of item 18.) “ 
no ms | & | OR CONTRIBUTING [] CAUSE OF DEATH 
Re © | ( ETHER, NOTIFY MEDICAL EXAMINER) 
Os Fa 20. TIME OF INJURY Month, Dey, Yeer | 2Dd, INJURY OCCURRED | 2De, PLACE OF INJURY (Home, farm, | 2Df. (City or town) ~ {County) (State) 
E> a Hour em, While Not While fectory, street, office bldg., etc.) | 
Ag = at work et work 1 

jee = 19 
ase = 

o i. cer‘ al is hospttal yh e ie decease rom. a o Be 
I 20 2.0 tify that (I) (this hospit Wh ded the di id fi 2S 19G.d, that (1) (we) last 
e8o saw the deceased alive on.. Clale 19.6.4. and that death occured .M, from the causes and on the date sis ab 
6 ce ao fT ad ATTENDING MED. STAFF id, spe 
a3 Mp. | PHYS. PGi oirector [) Pys. ce 2 
< ag p22. PHYSICIAN'S @ Q y 22d, ADI 
Bo NAME (Type) Laie Ch ar 
peas \ J igaas £4 pko Sreen St. Wectmunster Mb 

+4 Za, BURIAL, CREMATION, | 236, DATE THEREOF 23c. =e OF wre ‘OR CREMATORY 23d, LOCATION (City, town or county) {Stete) 

He shes (Specify) e: 

$ z 
O29 td. g, ZG 2 onl rus ae 
bts Ki ERAL DIRECTOR'S SIGNATURE ADDRESS 

15M 9/6 ' 7 e 

ag SOE Foe aloof, LoesTntattille,, Pak barf Hine 


orm cima one a 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 11252 


M) 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before edison) 
i Carroll MARYLAND || © Maryland ik / 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) 


Henryton 9 days Baltimore Sat oO | : } 
d, NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUT, ‘ON A FARM? 


enryton State Hospital 306 N. Parrish Street yes] no] 
3. teen First Middle Lost 4. Ma Month Doy Yeor 
Eieetaa) Walker Mitchell Beata 10 19 yy 61 


5. SEX 6. COLOR OR RACE |7. MARRIED PJ NEVER MARRIED 7 | ®. DATE OF BIRTH 9. AGE {In yeors i UNDER 1 YEAR| IF UNDER 24 HRS. 


urs after death. Page 4 


d in by the funeral director, 


Pages 1 and 2 should be filed 
Qo 


in 72 hours after death. 


a) 


lost bjpthdoy) 
Male Spe ees SNRs 5 81887 jos oth eo Months | <Oays0 Hegre) banat 


10a. USUAL OCCUPATION {Give kind of work eal 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working Haye if retired 
Unemployed orer Lynchburg Vae Use Ga. 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Walter Mitchell Unknown 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, 20, oF unknown) (IF yes, give war ar doles of service) cy > 
é | No N Walker Mitchell - Patient 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond {¢)-] INTERVAL BETWEEN 


‘4 . ONSET AND DEATH 
PART |, DEATH WAS CAUSED BY: 
Caer eaeetat Far advanced bilateral cavitary pulmonary TB 


QO < O DO DUE TO 


Conditions, if ony, which e) 

gove rise to immediote 

couse (o}, stoting the under- ( DUE TO 

lying couse lost. (2). 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}|19. wee oa 


ie 5 NOE] 


Then please remave carbon papers. 


ransit permit. 


200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, oy, Year |20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
Hour o.m. While Not while foctory, street, office bldg., ete.) | 
Pm. 19 lot work [] ot work [] ' 


21.1 certify thot (I) (this hospital) attended the eas, front. 10 _ a 19.81 thot {1} (we) last 


saw the dece olive on._O 20, ellie co causes ond on the date stoted above. 
220. SIGNATUR 22b. DATE 


avs Ware fees, W2col ah ule ee eA 10-1581 
22c. ep 22d. ADDRESS 
(vel Edgars M. Maculans, M.D. Henryton State Hospital, Henryton,Md. 


|AL, CRE! ATION Y) 23b. wi w/b / ithe Ue Ys \CATI m, of county) 
Lr UZ Pte) ; ¢, 
24, FUl HERAL DIR QR’ ORESS 


Y 9 
tlhe 
\ ty Ute REC'D/BY REGISTRAR ‘25b. REGISTRAR'S SIGNATURE 
' Z a? SS 4 
SY LV 4 CLM 22 Mts peblpffo 0 24°81 | Cotkes £ Henan 


MEOICAL CERTIFICATION 


s 
= 
s 
UD 
3 
5 
3 
3 
2 
3 
° 
3 
2 
rf 
= 
5 
$ 
£ 
$ 
3 
v 
° 
= 
3 
= 
% 
3 
3 
rT 
e 
z 
a] 
© 
2 
é 
z 
< 
ss 
a 
F3 
x 
= 
9 
z 
a 
z 
Fd 
a 
= 
< 
a« 
° 


ey 
= 
s 
o 
E 
°o 
g 
vv 
iS 
5 
c 
5 
ig 
‘ 
* 
a 
aD 
ie. 
oD 
€ 
= 
6 
2 
rat 
> 
a 
UD 
Ly 
ie 
es 
rd 
&e 
3 8 
et 
2 
i« 
ao 
ea 
ed 
25 
€ 
aes 
55 
oo 
ou 
BE 
=e 
os 
aes 
> 
20 
a 
pe 
£0 
Pa 
2 
oC 
> SS 
Sched 
~ 
52 
Br) 
= 


eo 


page 3 shculd be detached far use as the burial 
the State Board of Health pricr ta burial, crematian, ar remaval, and in any event, 
>) 


t 


TO HO! 


MARYLAND STATE DEPARTMENT OF HEALTH 


=a 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
« 
2126S CERTIFICATE OF DEATH 11953 
s $2 Yt Ttem 14 3 1m G209 C awk 
S 23 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where dacaasad livad, If institution: Residanca befora admission) 
a 25 a. COUNTY a, STATE b. COUNTY 
2 2%e Barroll = MARYLAND || __ Maryland S 
2 =v b. CITY OR TOWN (if outside corporate limits, «. LENGTH OF STAY IN tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest fown) 
« Bat write RURAL and give nearast town) 6 3 
A ae Sykesville i pie Baltimore 4 OS x= 
£3 8a d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give streat addrass} d. STREET ADDRESS r a Baa 
os Ewan 
Eee 
aii waug@ePringfield State Hospital | __19737 Redwood Avenne | 8 1 80 
o§ . NAME OF First Middle Last 4. DATE Month Day Year 
San DECEASED OF 
$ = Qe (Type or print} ‘ : Sophie Mollie Mueller DEATH 19 
° 83s 5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [] | B- DATE OF BIRTH 9. AGE (In years |IF UNDER’ YEAR) IF UNDER 24 HRS. 
3 2a Female Whit last bitthday) any Days | Hours | Min. 
2 882 e wibowED [5 _ivorceD ["] April 19, 1886 _ 75 
5 §es Da, USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY [Ne MRTHPEACE: (County & Stal, or foretan sunt) 12. CITIZEN OF WHAT COUNTRY? 
2 338 dona during most of working life, aven if retirad) 
& S62 Housewife ee _|_ Maryland : U.S.A. 
ce 1G ae 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= ag 
8 $32 Charles Monk Caroline unknown 
. we 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 
£ §3% (Yas, no, or unkown) | {Ifyes givawarordatasofservica! | ’ 
= 38 ° - on Springfield Hospital Records 3 . 
Set2§ 18. CAUSE OF DEATH [Enter only one ceusa per line for (a), (b), and (c).] : INTERVAL BETWEEN 
sgaee PART I, DEATH WAS CAUSED BY ks Stay aig) 
SZzE |. : . 
Say ae IMMEDIATE CAUSE (s)_ Arberiosclerotic heart disease._ : Years 
& =-¢ 
26529 ¢ ©) but to 
2455 — 
Recs & Conditions, ifany, which (b) Pee. ae Z =e 
ra ace gave risa to immediate cause = aa? 
#2° 2S (a), stating the underlying ( PUETO 
Sah chet causa last. > ee (cl 
eos eure gee = A : = 
Fe Sofa rz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a]| 19. WAS AUTOPSY 
SBBz0 co ° a aa a: PERFORMED? 
Osseo 5 C.B.S.? : ves fg} NO [J 
Q2ese = |20e. ACCIDENT WAS UNDERLYING (] | 2Db. DESCRIBE HOW INJURY OCCURED. (Entar natura of injury in Part | or Pari Il of itam 18.) 
Hous = & | OR CONTRIBUTING (] CAUSE OF DEATH 
Rests © | (UF ETHER, NOTIFY MEDICAL EXAMINER) 
(oats 3 3 s 20c. TIME OF INJURY — Month, Day, Yaar | 2Dd. INJURY OCCURRED | 20a. PLACE OF INJURY (Homa, farm, | 2Df. (City or town) (County) (Stata) 
ax 2 eS a Hear site Whila Not While factory, strat, office bldg., ate.) | 
8 33 ae 6 z one 9 at work at work i 
peoss 21. 1 certify that (I) (this hospital) attended the deceased from Ae 2 Yor... 1961, es wLbOr2 Zon... ISL, that (I) (we) fast 
e8a3 2 saw the deceased alive on A027 =..19.61., and that death occured a1. 301, Fak ine causes and on the date stated above. 
3a 
Sree R 22a. SIGNATURE 22b. DATE 
sae ATTENDING MED. STAFF i 
OF An eg mo. | PHYS. [J] DiRecToR [] PHYS. [3 10-27-P 
z on Se 22d. ADDRESS 
Saas Type) 
ry ie rl Agustin del Campo, 4 e, Md, 
es iF 32 23a, BURIAL, CREMATION, | 236. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Stata) 
Wren 4 (Spacify) . . 
Boos BA 10-30-61 Baltimore National Baltimore 
Pas 4 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 m.Cook,Inc., 1217 St.Paul Street,Baltimore |os~ 9€13 0761 CL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
\ 110¢7 CERTIFICATE OF DEATH | 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where, deceased lived. If institution: Residence befare odmission) 
a. COU Dink. Perrin 9, b. COUNTY 


d with 


b. CITY OR BVrab he (If autside carporate TAI c. “S OF STAY IN tb c. CITY OR TO! (If autside carporate limits, write RURAL and give nearest tawn) 
RURAL ond give ngarest Jour 
NAA LO, tt tia bl Lt dct Lh. z 


@-: ofter decth. Poge 4 


After this certificate has been signed by the attending physicion and completely filled in by the funeral director, 


acd 
2 
wi 2 d. NAME OF HOSPITAL {If pore in baspital, give Beal Ls. | | fica STREET ADDRESS. e. IS RESIDENCE 
na at x CG INSTITUTION Le ON A FARM? 
2 Zh B1 EZZg Ag 732 A) LE bot ves C]_No 6 
SZ at pes First idle Tis 4 ee Manth Year 

I) | eS fio ee 21. MYER LV a dy of 

BIRTH 


Pag: 


5, SEX 


6 Come OR RACE le MARRIEDLE-NEVER MARRIED [_] | B. DATE OF 


i) ‘an years [IF UNDER 1 YEAR| IF UNDER pHs. HRS. 
last Xa Months] Days | Hours 
FLA winowen] —_ovorceo | 2 LF ue aa 


10a. "USUAL OCCUPATION (Give kind af wark dane] 10b. Clr, F BUSINESS OR aye ee 116R Be E (State ar foreign alae og 12. CITIZEN OF WHAT COUNTRY? 
n 


during mast af warking li 
ht LOU Lyf ~_Lf: Le 


ia FATHER'S NAME - ca 14, MOTHER'S, oF NAME 
fi, les Z hitle Dy 
SOCI. ECURITY MO. as 


tip74H, MA 


15/ WAS DECEASED EVER IN U. S. ARMED FORCES? |16. INFORMANT ‘Address 

Yes, 00, of unknown} | Tif yess"give war or: doles. of service} S54, ee, 
INTERY, 
ONSET, 


— | ~—— 


1B. CAUSE OF DEATH [Enter anly ane cau: 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {a} 


ra / DUE TO 


BET’ 


Then please remove corbon popers. 


Canditians, if any, which (b) 
gave rise ta immediate 
cause (a), stating the under- 


+ 

$ RELATED TH AHE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 

= PERFORMED? 
S yes] nol] 

t = /AS_UNDERLYING iol 

& IG C] CAUSE OF DEAT! 

u 

oS URY Manth, Day, Yeér | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) (Caunty) (State} 

8 fe While Nat while factary, street, affice bldg., etc.) 

= Jat work [] at works [] 


a i. 19 hot I last saw the deceased 


hom the cayS¢s and an the date stated above. 
1 ¥ difopm, state) DATE SIGNED 
LOO 


22d. LOCATION (Ci wn, ar county) 


D.. OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wit! 


may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 hours ofter death. 


page 3 should be detached far use as the burial-transit permit. 


4A ff J / 
a ! d lkztltle, tidiak frDatllhtvec fi, 
= as By, Zao. REC'D BY REGISFRAR | 24b. REGISFAAR'S SIGNATURE A 
VS A15 (4) 
15M 9/58 A 61 Cnttun £ Pine 


ad 


@ within 24 hours after 


fter this certificate has been signed by the attending physician and completely filled in by the funeral 


ached for use as the burial-transit permit. 
Dept. of Health prior to burial, cremation, or removal, and in any event, 


hii 
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Then please remove carl 


The law requires that the death certificate be exi 


~ 


[“ 
ot 
cf 
3 
Fe 
= 
ry 
o 
a 
5 
& 
2 
w 
6 
a 
‘a 
2 
ay 
oc 
o 
<=, 
> 
wy 
2 
3 
1-4 


< 
a 
re) 
a 
3) 
wa 
a 
= 
a 
Z 
a 


AITENDING PHYSICIAN; 


ge 3 should be det: 
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ITAL OR 
. Page 4 may 


death. 
>TO FUN: 
be filed with the State 


TO 7 


& director, pa 


a5 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


47 263 CERTIFICATE OF DEATH {1255 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 


e. COUNTY ©. STATE b. COUNTY 
Carroll MARYLAND Maryland i 


b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporele limits, write RURAL end give neerest town) 
rite RURAL end give neerest town) 


ykesville 6yrs.6mos.5days Baltimore 18 _ 4vot f 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) 4. STREET ADDRESS . IS RESIDENCE 


Springfield State Hospital 2218 N, Calvert St, ve] 80 Bl 
3 NAME ire — i “Middle ; a7 TS DATE ~ Month “Dey —*Yeer 
iisencteart) Ruth Elizabeth Streett Parker DEATH §=October 18, 19 62 


3. SEX 6. COLOR OR RACE|7, maRRiED [-] NEVER MARRIED [_] | B- DATE OF BIRTH 9. AGE (fn yoors {IF UNDER T YEAR| IF UNDER 24 HRS. 


Female White wivowep [F oivorceo[]| May 5, 1887 Paes corel peri faice [tral 


We. USUAL OCCUPATION (Give kind of work T0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife oa” ei _- Maryland y U.S.A. 


13. FATHER’S NAME | 14. MOTHER’S MAIDEN NAME 


William A. Streett Martha McAtee 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | (ffyesgivewerordetesofservice) 


_No - 215-34—76 Springfield Hospital Records _ 


-AUSE OF DEATH [Enier only one couse por | {e), (b), en ~——TINTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (e|__Recurrent cardiova ar accident _ = Days 
1 4 wy x DUE TO 


Coatiltons, env. w hie’ w__ Hypertensive arteriosclerotic cardiovascular __| Years 
geve rise to immediete couse 


(6), st the underlying ( OVETO disease, 


cause lest. ar (cl) a 
eee cI conaoha CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i 19, WAS AUTOPSY 
oDe 


-assoc.with circulatory distu : PERFORMED? 
without qualifying phrase. Gisttirbance with cerebral arteriosclerosis ys T] No &y 


20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert I or Pert Il of item 1B.) ov 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Year) 20d. INJURY OCCURRED | 20c, PLACE OF INJURY (Home, farm, | 201. (City or town) (County) ————s«(Stete) 
While __Not While factory, street, office bldg., etc.) | 
9 ot work [~] et work 


MEDICAL CERTIFICATION 


21. I certify that (1) (this hospital) attended the deceased from...: ree ate lez, LOE: Oe 19.5 »), that (1) (we) last 
saw the deceased alive on.. Q WL7.5.19.61.., and that death occured af.t:.%\Mrom the causes and on the date stated above, 


i ‘ ATTENDING £D STAFF 228. Sh 
IN ‘MED. 
; tt M.D, | PHYS. [1] sopirector []} puys. [3 10/1876. 
22c. pasicia S —_— — 224. ADDRESS 
NAME 


"Agustin delCamo, M.D. 


23e. BURIAL, CREMATION, hie DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (St 


irial” [10/20/1961 |Loudon Park Cemetery |Baltimore, Maryland 


Burla 


FUNERAL DIRECTOR'S SIGNATUR! ADDI 25a. REC'D BY REGISTRAR j 25b, REGISTRAR’S SIGNATURE 
BEY SHS PSee Head ESBS COLT Mtg. pare OCT 20°61 Cait o£ Han 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
0 CERTIFICATE OF DEATH ees be 


=i 


~ £ 
8 33 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. IF institution, Residence befare edmission) 
& £3 ba Cy ; maryiann |] 255508 b. COUNTY 
: = 
£ a b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOYAN iif outside corporate limits, write RURAL ond give neorest town) 
3 + RURAL ond give neorest town) | (7 
| a) 
i 3 YALA LLY LLPELAELL O Ya. sia Siti Lal lpethat1 Ver: 
£ eo 'd. NAME OFAOSPITAL (If nat in hospital, give street address) Y XDDRESS e. 1S RESIDENCE 
3 * ‘OR INSTITUTION 5 ON A FARM? 
" N “ZZ 
§ 9 fy Ont | Lyrblatlin A tpth [019 L224 YS EERO) 
2 
a 5 3. NAME OF First Mighle lost 4. ATE Month Day Yeor 
= DECEASED 2 OF 
: freon DP LEREY| tm  betibn 22 hag 
: 3 5. SEX 6. COLOR OR RACE |7. MARRIED PY NEVER MARRIED [-] | 8. DATE OF BIRTH > i AGE {In yeor IF UNDER T YEAR| IF UNDER 24 
+ lost birthday) [Months] Days | Hours 
LMA A wiboweD [_] DivorceD [] a SC yes. 


ft 
TOa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or fareign country} 12. CITIZEN OF WHAT COUNTRY? 
Sliring past of working life, even if retir 


Lat ir) aad LOLs LG hn, 473429980) A € . LS. 


13. FATHERS NAI 2 14. MOTHER'S: IDEN N. om 
ZZ 
Xx ET LV YY White. 
i WAS: Looe pages ts. Ss ee, FORSES? 3 SOCIAL SECURITY NO. INFORMANT Addr 
le peisrenkedh) | ones eee S axeemianen 2 igen ca. Aloe ; 
ee) aol ee 23 -OS- 70 


18. CAUSE OF DEATH [Enter anly one couse per line for (a). (b), of (<)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET ANI 
IMMEDIATE CAUSE (o| 


oe pueto \, ~ .”] 
Conditions, if any, which o. £. 
gove rise 10 immediate 


The law requires that the death certificate be executed withi 


| 
H 
21. | certify we | attended the deceased fram.___\. 19D, tol - 4. Oo" 1949) hat | last saw the deceased 


alive an_| geal? ___, 19D | __, and{that death occurred a -M, from the causes and on the date stated abave. 
DATE SIGNED 
\0 


v 
ACTUAL 
SIGNATURE. .D. 4 bf- 
A 
PHYSICIAN'S, 
ces (Reese VW CNS Noe A A Ans 
20. BURIAL, CRERATION: ATE THEREOF Qc. NAME OF CEMETERY OR.CREMATORY 22d. LOCATION (City, town, or county) (State) 
RBMOVAL cil 
Z ij 
Or)e4 2 Ui bofdlal{t4t Ll, Lift! Uffasleg KL Y/Y 


, city or town, state) 


cause (0), stoting the under- ( DUE TO 
é lying couse lost. (6) 
S a Part Il. OTHER SIGNIFICANT CONDITIONS CQNTRIBUTING TO PEATH BUT NOT RELATED T@ THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Fa = PERFORMED? 
= 5 yes [J] No tb 
ys = [200. ACCIDENT WAS UNDERLYING C1] HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 
4 © | (F EITHER, NOTIFY MEDICAL EXAMINER} 
o & [20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
6 rat Hour a.m. While ‘Nal while factory, street, affice bldg., etc.) : 
3 = p.m. 19 lat work [1] ot wark 
2 
° 
£ 
° 
rs 
> 
E-} 
uu 


L OR ATTENDING PHYSICIAN: 


page 3 shauld be detached far use as the buriol-transit permit. Then please remave carbon papers. 
the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after death. 


, ¥ 
may be retaine: 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral director, 


= 

o aS 4 UNERAL DIRECTOR'S SIGNA’ 7 "ADDRESS 2ka, REC'D BY PEGISTRAR | Zab. REGISTRAR'S SIGNATUR 
VS AIS (4} r . 

15M 9/58 J fhtitl pe, Aus flat lititattc | Lb DATE_() 4°61 fa) 


~ {7 77 V 


el 


id 2 should 


‘ee 
pe = 
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. Page 4 may be retained by the hospital or attending physician. 
FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete’ 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours al 


TO, 
ee 
>TO 


& 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF Ee ae RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, WAN Tos 


ad 12270 CERTIFICATE OF DEATH 11957 


1. PLACEOPDEATH 3 2. USUAL RESIDENCE (Whare deceased lived, If institution: Residence bafore admission) 
a, COUNTY a. STATE b. COUNTY ‘ 
Carroll : MARYLAND Maryland : 
b. CITY OR TOWN [if outside corpo: z ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
writa RURAL and give nearest town) k Ry) . 
Sykesville Oyrs.9mos,17dys _ Glenelg : f , eu Ore 
a. waits OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
ON A FARM? 
| yes [_] NO x] 


| Springfield State Hospital 


3. NAME OF First Middle Last ) 4. DATE Month D ~ Year 
DECEASED 


oF 
{T¥pe er print ' Osborn Ridgely | PFA™ October 25 1961 
5. SEX 6 COLOR OR RACE|7, maRRIED [] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
lest birthday) ee Days | Hours | Min. 


Male White WIDOWED Divorced [7] 1880 81 ys. 


Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Counly & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


| Ferm hand ot | Maryland ull) Dedede 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Charles M. Ridgely Sarah R. ( 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT = =—— Address 
Mopane or unkown) | (Ifyasgivewarordates of service) 


edi pit - Springfield Hospital Records 
18. CRUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] "| INTERVAL BETWEEN” 
PART I, DEATH WAS CAUSED BY: 
AMIMMEDIATE CAUSE fa) Pneumonia » right lung. 


7 ON 
fa DUE TO 

Conditlons, if any, which (by 

gave rise to immediate cause 

(a), stating tha underlying ( PVE TO 

cause last. (e) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Te) 19. WAS AUTORSY 
Dementia Praecox. 


20a. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part If of item 18.) 
OR CONTRIBUTING [_] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 201. (City or town) | —(County] 
While __ Not While factory, street, office bldg., etc.) | 


19 at work [-] at work [_] 


MEDICAL CERTIFICATION 


22b. DATE 


me ey DIRECTOR PHYS. [St 7 en 


22d. ADDRESS 


ree Agustin del Campo, Springfield s State Hospital, ‘Sykesville Md. 


CREMATION, | 23b. DATE THEREOF 23. = aa 5 town or county, ( 
(Specify) = 
L a 


i ge Ft SIGNATURE, LY a REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Led ILA LAs ia PA DATEaey 3.161 Cutan £, Prasat 


letely filled in by the funeral direct 


& 


mae retained by the hospital or attending physician. 


The law requires that the death certificate be executed withig haurs after death. Page 4 


TAL OR ATTENDING PHYSICIAN: 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


1g MARYLAND STATE DEPARTMENT OF HEALTH 


Pages | and 2 shauld be 


Then please remove carban papers. 


After this certificate has been signed by the attending physician and comp! 


page 3 shauld be detached far use as the burial-transit permit. 


the State Baard of Health priar to burial, crematian, ar removal, and in any event, within 72 haurs 


TO FUNERAL DIRECTOR: 


11277 CERTIFICATE OF DEATH 11258 


10a. USUAL OCCUPATION (Give kind of work done| 
during most of warking life, even if retired) 


wy bate ir a 2. gens ns ala (Where deceased lived. If institution: Residence befare odmissian) 
°. o. b. COUNTY 
MARYLAND 
Carroll Maryla 
b. CITY OR WIN {IF cary ite write C3 hrs OF STAY IN Ib c. CITY OR TOWN (if. Bia prey: en rite Rl oma give acral town) 
RURAL a ‘as aN at eta fear nifty etd” 
Rural-- 60. $@ers 4 Rural. P R 
d. NAME OF HOSPITAL in not in feaatan give street address) ‘d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Shinley Road j/ Arthur Shinley Road ves OC NO] 
3. NAME OF First Middle Lost 4. Lig Manth Day Yeor 
DECEASED 
{Type ar print) BeaTH October 2, 19 
3. SEX 6, COLOR OR RACE |7. MARRIED [J NEVER MARRIED [1] | 8. DATE OF BIRTH 9. AGE (In Yash IF UNDER‘1 YEAR| IF UNDER 24 HRS. 
F lost Baar Months] Doys | Hours[ Min. 
emale White — |Wiroweo Pelee tal || 7) anuary 1, 9h 


Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


10b. KIND OF BUSINESS OR esl BIRTHPLACE 


LO e e Héme iP WS. Bis 
13. FATHER’S: NAME 14. MOTHER'S MAIDEN NAME 
Brice hinley _Mary Jane g 
15, WAS. DECEASED EVER INU. S. ARMED FORCES? /16. SOCIAL SECURITY NO. 17. INFORMANT idress 
70. SET NIU SOS sen Arthtir Shivley Be he 
ee ee en eae s Sykes vi le, Mar 


INTERVAL BETWEEN 
ONSET AND DEATH 


7¥ C2 


1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and {c). ils 


PART |. peer WAS CAUSED BY: id 
IMMEDIATE CAUSE (0), Ake 


Ay) de] DUE TO 


Conditions, if any, which e to 
gove rite to immediate 
couse (0), stoting the under ( DUE TO (4 bf 


Iyintgtcuuse idet ) Oh cue ise 


Past Il, OTHER SIGNIFICANT ad ee CONTRIBUTING TO DEATH BUT NOT aaa TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. ee AUTOPSY 


Zz 
2 RFORMED? 
a e 
J 18 yes No] 
& [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Port Il of item 1B.) 
= OR CONTRIBUTING C] CAUSE OF DEATH 
G [MF EITHER, NOTIFY MEDICAL EXAMINER) 
a 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 1 20f. (City of town) (County) {Stote) 
a Hour a. m. While Not while foctory, street, office bldg., etc. y H 
= p.m. 19 Jat work [] at work [J 


21. | certify that (I) (this ae: tte: 
saw the deceased, alive on 


22a. SIGNATURI =: a 22b. pis 
ATTENDING. MED. STAFF 
— F M.D. | PHYS. DIRECTOR PHys. FJ Ba 3 
eek ie 22d, ADDRESS ~ 
ype 
Howard E. Hall, M. D. Sykesville.s Maryland 
23a. REMOVAL (Speclfy) 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or caunty) (State) 
oy 
Burial” | 10-12-1961 Cemet Westminster, Maryland 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


C. M. Waltz, Winfield, Maryland vate OCT 13 '61 Cthean £ #6 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 
CERTINCATE OF DEATH 11959 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COUN aku 9. STA b. COUNTY Cc : 


i 


b. CITY OR TOWN (If outside corporote limits, write [ LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Ree ond ew nearest town) 
ural Woodbine 50 years |Rural-- Woodbine 


‘d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS r Ig RESIDENCE 
D. 1 


OR INSTITUTION IN_A FARM? 


Hoods_Mill Road R. De 1 Hoods Mill Road, R. ves 1] NoX) 
. NAME OF First Middle lost ‘. DATE Month Dey —Yeor 


Type or prin) ~— NANNIE B. SHOEMAKER bam October 18, 1964 


5. SEX 6. COLOR OR RACE ‘ MARRIED [] NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER TER TF UNDER 24 HRS. 


Female White wiooweo . ~—s olvorceo ] March 26, 4889 Vea ai) Months[ “Doys [ Hours ] Min. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) i WHAT COUNTRY? 


d in by the funeral director, 


Then please remove carban papers. Pages 1 and 2 shauld be 
th. 


eo after death. Page 4 


during most of srorking life, even if retired) 
Housewife Domestic Maryland Wisse) tare 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Beall Gosnell Emily Jane Gartrell 


1S. WAS DECEASED EVER IN U. S, ARMED ee SOCIAL SECURITY NO. | 17. INFORMANT Address 


TYe1, 20, oF unknown) {IF yes. give wor or dates of service) ah 
s. Emily E. Pearre, Woodbine, Maryland 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond iD) INTERVAL BETWEEN 


: ONSET AND DEATH 
PART I. eT eee Ceramies Th an bose. y PA rrrbnpae | = 
) DUE TO Ppa S7 
neaiPoromeaenniel rs emt (os In died Oe wh Hist bak vad 


gove rise to immediote 
couse (0), stoting the under, ( DUE 0) f 


lying couse lost. eZ TAN £ Viv ‘ | Ce of 


Pasr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. pe 


yes] Not] 


No-----+----------- 


the attending physician and campletely 
I, ond in any event, within 72 hours after 


-transit permit. 


200. ACCIDENT WAS _UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port-II of item 1B.) 
OR CONTRIBUTING LE] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


icate has been signed by 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while foctory, street, office bldg., me) 
lot work [-] ot work 


21.1 certify that (I) (this haspital) attended the deceased fram.__/_. CRP eT SN | ee to_L&. OT 19Ff, that (I) (we) last 
saw the deceased alive an__/ ese and that death accurred a¥250"M, from the causes and an the date stated abave. 
Zo. SIGNATURES, 
ATTENDING MED. STAFF 
M.D. | PHYS. DIRECTOR PHYS. 
22d. ADDRESS 
NAME type} 


Howard EK. Hall, M. D. Sykesville, Ma. wryland 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ia pe 2 town, or county) (Stote) 


Burrat™” | 10-21-1961 Morgan Chapel Cemeter arroll Co., Maryland 


24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 


C. M. Waltz, Winfield, Maryland oATEGT 2 0 '61 CrAbun Prasat 


MEDICAL CERTIFICATION 
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the State Board af Health priar to burial, cremation, ar remava 


page 3 shauld be detached for use as the burial 


moy be re! 
TO FUNERAL DIRECTOR: After 


of 


a 


2 


Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


£4273. 


at 


1. PLACE OF DEATH 
a. COUNTY 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. 
a. STATE 


If institutian: Residence befare admi: 
b. COUNTY 


: MARYLAND FREDERICK 
ce b. CITY OR TOWN (IF autside carporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest tawn) 
2 2 RURAL and give nearest tawn) i 
ees RURA cK LLE days SMITHBURG Rirel” “75 
2 d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS 7 e. [S RESIDENCE 
oO LS OR INSTITUTION / fi \ ON A FARM? 
¢ 2 PRIN D A HOSPITA ROUTE # 1 Ob "tot yes MT NoO) 
2 ot 3. NAME OF First Middle last 4. DATE Manth Day Year 
@:: ) reer rn ERNEST EZRA SMITH Beata 10 1319 61 
3 Ss. SEX 6. COLOR OR RACE |7: MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
é lost birthday) [Manths| Days | Hours] Min. 
Male White |wiooweo 1] DivorceD [) 3/11/82 29 


10b. KIND OF BUSINESS OR INDUSTRY 


Then please remave carbon papers. 


ed by the attending physician and campletely filled in by the funeral 
‘ar remaval, and in any event, within 72 haurs after death. 


-transit permit. 


After this certificate hos been sign 
the State Baard af Health priar ta burial, cremation, 


ITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wit 


maWee retained by the haspital ar attending physician. 


10a. USUAL OCCUPATION (Give kind af wark dane 
during most af warking life, even if retired) 


11. BIRTHPLACE (State ar foreign country) 


U. S. As 


12. CITIZEN OF WHAT COUNTRY? 


13. FATHER’S NAME 1 


Joseph Smith 


4, MOTHER'S MAIDEN NAME 


Ann M. POBOyxRS Farsht 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes. no. or unknown) l IF yes, give wor or dates of service} 


16. SOCIAL SECURITY NO. 


220-05-6560 


17. INFORMANT 


Address 
Hospital Records 


1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b}, and (c).] 


PART |. DEATH WAS CAUSED 8Y: 


IMMEDIATE CAUSE {a), 
a 4 DUE TO 


Canditians, if any, which (bo) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Generalized arteriosclerosis 


gave rise ta immediate 
cause (a), stating the under- 
lying cause last. 


DUE TO 
{c) 


| | 


CBS assoc. with cerebral arterioscle 


PERFORMED? 


le Yes) No] 


Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART big WAS AUTOPSY 


rosis without qualifying phra 


OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day 
Hour 


20d. INJURY OCCURRED 20e. PLACE 


While Nat while 
ot wark [] aot wark 


MEDICAL CERTIFICATION 


factary, street, affice bldg., etc.) i 
1 


20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 


‘OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (State) 


2 
5 
3 
© 
os 
3 
g 
3 
Ss 5 
= tal) attended the deceased from. ads 19. that (1) (we) last 
° : 
a % and that death accurred ary fram the causes and an the date stated above. 
Os ‘2b. DATE 
ape ATTENDIN MED. STAFF SIGNED 
gs M.D. | PHYS. DIRECTOR Puys. C} 
az ad. ADDRESS 
3 
ze : _Springfield State Hospital 
® 2° Bo. BURIAL CHEMATION, [236 DATE THEREOF 3c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town, ar county) (State) 
33 EMOVAL (Speci 
3 ome rial Oct 9 Ref ormed Wolfs Pred ,Co,] 
coe » Oy ere s V6 OV, SE ADDRESS 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGN 
VRAIS (4) LEC % ert 
1S 978 \ aul F, B e,Myersville. Mae OCT 16 '61 Citun £ fiona 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


7. 274 CERT RTE OF DEATH J 12 64 


Aenak 


5 ez == 
S 23 1. PLACE OF DEATH | 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmissfon} 
2 fe e. STATE b. COUNTY 
5 2 Carroll Co. MARYLAND || Maryland es Caroline 
Le? ee) b. CITY OR TOWN (if outside corporate limits, |e. LENGTH OF STAY IN Ib | . CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
~~ Bas ‘write RURAL end give nearest town) | 7 
8 ier ee Henryton 1 day | Federalsburg 
£ Bae K 4. NAME OF HOSPITAL OR INSTITUTION {if not In hospitel, give street address) [ d. STREET ADDRESS ©. ISTRESIDENCE 
= o8¢ 
ago —__Henryton State Hospital Route # 2 ves ENO ] 
25 TG Lit stay First Middle 4. DATE Month Dey Yeer 
a OF 
ae (Type or prin!) Harry L. Stanley. [ DEATH October 21 961 
x = ==. oe ST e = opr aee aee hae 
i nS I 5. SEX |6. COLOR OR RACE) 7. maRRieD Ke] NEVER MARRIED | 8. DATE OF BIRTH 9. ied ) ESAS F UNDERIEE HRS. 
he Months eys Hours Min, 
“4 58s Male Negro WIDOWED DIVORCED July 2h 1888 73 ee | 
Bs ses 1De, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR DUSTRY Ti, BIRTHPLACE (Counly & State, or foreign country) “|i. CITIZEN OF WHAT COUNTRY? 
2 3368 done during most of working life, even if retired) | 
= 25> Farmer Farm | Hurlock, Maryland | U.S.A. 
e Gee 13, FATHER'S NAME "114, MOTHER'S MAIDEN NAME - i. 
Qs | 
@ £85 Lawrence Stanley | Jennie Lake 
3 30s , 2¢ ‘ = L ifs... i s- Saf 
Ses ee iB WAS DECEASED EVER IN ULS. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMANT Address 
£ £83 pene, apn | (lfygsojvewergrdetesot service) 
ines ta We at 217-03-4380| India M. Stanley., Rt # 2.,federalsburg, Md 
ce ete § 18. GAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).] “INTERVAL BETWEEN 
aes gs DART DEATH 23 Gee ane Far advanced bilateral Pulmonary TB 
Sep he IMMEDIATE CAUSE (a) > gee = a eee eS ee, a 
BEESS OG Q XK 
faaes = DUE TO 
30585 ee P —_ Malnutrition 
zecke Conditions, if eny, which pe al dl SS. 
ie B35 $ geve rise to immediete cause 
#2205. {a), steting the underlying DUE TO 
S228 cause lest. (ec) ¥. i= 
4] Sofa Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e)} 19. ASIA 
Bro Q ee eens 
Stee, 18 ves []_ No 1 
wes os § [2Da. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 1B.) - 
& Pe ee | OR CONTRIBUTING [] CAUSE OF DEATH 
Rese s © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ens ‘ ree 1 2 
Urs 2s S | aoe. TIME OF INJURY Month, Dey, Yeor | 2Dd, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm, , 20h. (City or town) (County) (Steie) 
25 a8 = s Ashe ae While __ Not While fectory, streel, olfice bldg., etc.) | 
p2 3° *h ein 19 at work {_] at work I 
Beis 
HEOss . 1 certify that (I) (this hospital) attended the deceased from... Oe tober 20 19.61 to... 0¢tober. 2ho lig 61, 2+, that (I) (we) last 
Pa Ose saw the deceased Afive on..... OS tober..2119...61, and that death occured attt )APHom the causes and on the date stated above. 
arm ls 22a. SIGNATURE 2b, DATE 
ene ; ATTENDING. STAFF SIGNED 
Oe Feng | BAS Op. Vas Forerg no, PHYS. XJ DIRECTOR ul, PHYS. (J 
ce Se 22c, PHYSICIAN'S ris i. ~, i; a » a 22d. ADDRESS 
Boa oF NAME (Tyee) Edgars M. Maculans Henryton State Hospital 
ay rs Oe = 
4: 33 23e, BURIAL, CREMATION, | 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town or county) 
LR REMOVAL (Specify) j 
ovous Burial Oct.25,1961 | Federal Hill Cemetery Federalsburg, Maryland 
ae ) 24 FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 25a, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 J.J.Framptom and Son, Federalsburg, Maryland |psr 9613 0°61 Other £ Kian 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ee Wh i | t 


11275 | _ CERTIFICATE OF DEATH 
A, PLACE OF DEATH tense eS ’ a= GeORL RecioeNcE (While deceased lived, If institution: Residence before siferl 


Oesger a, STATE b. COUNTY — 
Carroll - marytAND || Maryland 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporata lim ite RURAL end give nearest town) 
write RURAL and giva neerest town) 


Sykesville months 22 4 Baltimore City, Maryland 


i NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address) “d. STREET ADDRESS ut IS RESIDENCE 

j- 4 - ON A FARM? 

> Springfield State Hospital 708 _E. 33rd. St. q Tves L] no LL 
Last aa | 4s jonth ‘Dey 


First . Middle ‘Dey Year 


=< 


r 


within 24 hours after 


3. 
DECEASED 


(Type or prin!) Oliver Edward Swift DEATH October Wh 19 6, 
3. SEX |6. COLOR OR RACE|7, mARRIED BE] NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
last birthdey) ar Deys | Hours | Min, 
Male White wipoweo[] _plvorciof]| 5=21- 1893 68 ys. | 


103, USUAL OCCUPATION (Give kind of work TOb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country] 12, CITIZEN OF WHAT COUNTRY? 
dona 5 most of working lifa, even if retirad) 


Food Stores ___| Food Stores" Maryland “3 U.S.A. 


V3. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Luck Swift Mary Jane Swift 2'Co We jl» ew 


5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT 
(Yes, no, or unkown) | (Ifyesgivewerordelesofservice) 


No = 213-03-):89 Springfield Hospital Records aa” #- 
1B. CAUSE OF DEATH [Enter only one couse per line for (e), (b), end {e).] . z DAEs 
PART |. DEATH WAS CAUSED BY: 
3 IMMEDIATE CaUSE (e) Pulmonary edema 
,} DUE TO 


= t 
Conditions, if any, which (b) _Abberiosclerotic C. V. D. 
geva risa to immediete cause 
(a), steting the underlying ~ OUETO 


cites Qe «__ Generalized Arteriosclerosis, Diabetes Mellitus. 


6 


ind completely filled in by the funeral 
bon papers. Pages 1 and 2 should 


within 72 hours after death. 


yy event, 


Then please remove cai 
and in ant 


The law requires that the death certificate be ex: 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19, VEL 
eee NM 


yes [] NO ft 


— 
SS. 


206. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enier nelure of injury in Pert | or Part Il of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Homa, ferm, | 201. (City er town) (County) 
‘Hace ae While __ Not While fectory, street, office bldg., etc.) | 
oh 4 ot work [_] et work [_] | 


MEDICAL CERTIFICATION 


21. | certify that (I) (this hospital) attended the deceased from... 22-6 
saw the deceased alive on. 10-14- x 1961... .. and that death occured at. 


Ze, SIGNATU 226. DATE 
ee ATTENDING MED. STAFF SIGNED 


M.D. | PHYS. o DIRECTOR 1 Pays. Bd 
is 22d, ADDRESS iz 
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ITAL OR ATTENDING PHYSICIAN. 


= 
> TO FUNERAL 


< 
a 


2c. Y SICI ARN’! 
NAME (Type) 


a 


. Springfield Hoespital,.Sykesville,MD..---- 


23e. BURIAL, CREMATION, | 23b. DATE THEREQF 23. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) a (State) 


oor ly a: 6) New CATA ed! LSBATI MORE Ld - 


FLYNERAL ih ae SIGNATURE ADDRESS CF) 250, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


uch 5305 Hpre,ed | Ger 16 '61 athug df, Hat 
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AG 7? 


TO 


MARYLAND STATE DEPARTMENT OF HEALTH 


<> 
» Ls DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
4 CERTIFICATE OF DEATH ee 
nis 11276_ = : 11263 
S 23 g PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceased lived, If institution: Residenes before admission) 
25 ws a. STATE b. COUNTY 
§ en Carroll MARYLAND j Maryland Montgomery 
= 32 3 b. CORTON if Bui 65 aa ea "| ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 
ao write and give nearest town a oz» 
ae Sykesville 2yrs.6mos. 2hidays Silver Spring / >> S—)\ 
£ 3 3% =» oo NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street addre ~d. STREET ADDRESS a = . - e. 1S RESIDENCE ~ 
= Hay 2 2 2 
§ Eds ") Springfield State Hospital 453, Bennion Road 
 E a8, pao r First Middle j ur | 4 DATE Month “Dey 
San fe) 
Ae Uype orn Hester Mabel Tydd Taylor | Binre October 18, 19 61 
< S3z 5. SEX |6. COLOR OR RACE|7, mappieD |] NEVER MARRIED [-]| 8. DATE OF BIRTH SE at agen Li : [ Sou 2 24 HRS. 
te & 1 Min. 
Tog tk ies Female White wivowen [| pivorceD November 1, 1881 7988 yn. |" ‘| al ¥ 
a gos Tbe. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Counly & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
€ 36 done “in - of working life, even if retired) | Canad U.S.A 
& $52 ailor - anada | ole 
Oo c 1 e 
tie ral Bo = 3 ahs — ee _ ae 
ae 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
-£ ag5 a 
6 £35 ~ Benjamin Tydd - Unknown 
o Uae 
Be ae 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT a Address 
ee BS (Yes, no, or unkown) | (Ifyesgivewar ordates of service) 
= en rine " : 
= CT = 106-05-3768 Springfield Hos ital Records 
a 2 2 “4 hs fee Nngrie- L 2 Ss ae ae, 
Eee § 18, CAUSE OF DEATH [Enter only one cause par line for (a), (b). and (c).) —— x ‘| INTERVAL BETWEEN 
oS PE ONSET AND DEATH 
woes PART |, DEATH WAS CAUSED BY 5 5 
= By ae IMMEDIATE CAUSE (e) d_ rheumatic heart disease with _ aie ees 
2525 cy. { .@) DUE TO 
geese Conditions, if any, which (b. _mitral insufficiency and adhesive peri- 
ee or) immediate cause ae — 7 an iad. a sta =< 
oLses gave rise to imme: suet 
£20 5s (a), stating the underlying P 
eg5a couse let, ta carditis. a. Years 
Z°otS z; el I, OTHER SIGNIFICAN peers CONTRIBUTING TO DEATH BUJ NOT RELATED TOS Sena! soe CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
BES rary S|] C.B.S.assoc.with cere clerosis with psychotic reactim, Foal ome 
Shee. 3S 2 : —— ad Ma cE 
G3sse , | E | 2s. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INIURY OCCURED. (Enter natura of injury In Part I or Part Il of item 18.) 
& on 5% _) | &]oR contrisutinc CF) CAUSE OF DEATH 
mest Sy [SG [or crer, NOTIFY MEDICAL EXAMINER) 
OF 333 § [0c TE OF INJURY Month, Day, Yeer ) 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, | 201, (City or town) (County) (State) 
25 Za) 3 Hour a.m. While __ Not While factory, street, office bldg., etc.) | 
82 pen. 3 Od 19 at work ["] at work ["] | 
HEO 9 o 19 hat (I last 
HeOZo #1aren CAs... 2.2, to Qch., that (1) (we) last 
HOO . 
SEO o Octob 9.19.01. end thet desth occured at..82.80) tdhaMine couses ond on the dale stated above. 
areal s 22s. SIGNATURE ae & oe 2b. DATE 
a ahr es a fans PHYS. [_sopirector [] Pays. DE 10/18/81 
on cA cf ze ——— 
oR Se 22, Doce 22d. ADDRESS i 
Beeas Agustin delCampo, M.D, Springfield Hospital ,Sykesville,Md. 
Zs = = : a 
ep 83 23a. BURIAL, CREMATION, | 23b, DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 234. LOCATION (City, town or county] (State) 
pho = i 
ah gS REMOVAL (Specify) 
o%oQ08 Buria 10/21/61 George Washington Prince George Co, ,Maryland — 
Be uw) Pees ECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
15M 9/60 son Wheeler, fyngyel Home-E331 E, Montg. Ave. |oan OCT 2061 Catton §£ Masae 
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14 277 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 11264 7 


car. PLACE OF D! 


Eos) 
= 
ES 
hace 
=) 
= 
Ses 


2. USUAL RESIDENCE (Whare decaesed livad, If Instilution: Rasidenca bafora edmission) 


NAME Pe ae 14. 7. S MAIDEN NAMI 


15. WAS DI , 20: EVER IN U.S. ARMED FORCES? | 16. H2.3 SECURITY NO. | 17. EE A 
(Yas, no, or rhs (If yas giva warordatasofservica) 


ive Pages 1, 


° s a. COUNTY b. COUNTY 
o¢ 
a2 —— 
Ler b. CITY OR TOWN (if 0 outside, corpori jis, write RURAL end give neareif town) 
Ses rite RU € 

3 °o 
Boe £01 \ se oe 
Dee NAME @. IS. RESIDENCE 
a23 ON A FARM? 
222 / 42 oe a 2 yes [] No] 
25 é S SI NAME OF ~~ Middle J ‘asi DATE =—=——— Month Dey Yeer 4 

a.3 y OF 
e Ee i (Typa or print) DEATH 1/0 a LA 19 6 / 
no .ee (Sasa \ : wy LF csi heen MARRIED [_] é DATE OF BIRTH ~]9- AGE (In yaars [IF UNDERT YEAR] IF UNDER 24 HRS, 
waite ba st bighda y) cores Deys | Hours | Min, 
BEa3s | wioowe []__pivorceo [] tig © 7, yes. { 
wove TOs. USUAT OCCUPATION eZ kind of work ee. ‘OF BUSIYESS OR ata tig Ff, (Stata br foreign eoukiry) "| 12. CITIZEN OF WHAT COUNTRY? 

a GaN done during fAiforking life, avpo if ratired) YW. 

aoe e Ai ra —— F Tay A. 

on 

Za 

= 

§ iz 

“3 

= 

= 


A 7D¢ 2 2_ Ht. : ae VAL BETWEEN 


| 18. CAUSE . DEATH [Enter only one ceuse LY. ine a. ~ 7: }, end =. 0 
ET AND DEATH 
PART |, DEATH WAS CAUSED By; 
eee ne: Gia oro emh Ry a) Lt bs Rem? a Lp 


120 ¢ d DUE TO 


ns, if eny, which (b) 
gava rise to immadiats cause 

{e), steling tha undarlying DUE TO 
couse lest, ‘eS * te). “a I 


This certificate should be executed within 24 hours efter death. @ delay is necessary, 


ig the word “pending” in pencil in Item 18. G' 


"PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(e)| 19. WAS AUTOPSY 
PERFORMED? 
yes [] No v4 
200. EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Enier nature of injury in Pert lor Pat lof item 18.) = 


PRIMARY [] or CONTRIBUTING [) 
CAUSE OF DEATH. 


20c. TIME OF INJURY — Month, Day, Yaar 
Hour ¢.m. 


Medicel Examiner's Office elong 


20d. INJURY OCCURRED 
Whila Not While 
work ["] at work 


20a, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ——~=~S~=«(S eta) 
factory, street, office bldg., atc.) | 


MEDICAL CERTIFICATION. 


19 


21. I certify that | took charge of the seals described above, held an Autopsy oO Inspection [2k Inquiry im! 
death resulted from: — Natural causes Accident [bat Suicide [7] fa Homicide im) Undetermined manner [a] 


CHIEF MEDICAL EXAMINER [_] 
Se . mp, ASSISTANT MEDICAL EXAMINER |] DATE SIGNED 


ACTUAL 
SIGNATU; iy 
” pepury MEDICAL EXAMINER, 
EXAM 
NAME {yp6) James T. 4} ft Rg Hy _ Address (Streat, elty, town, or county) /0 —S> Gl 


2 


TO DEPUTY MEDICAL EXAMINER: 


22c. NAME OF C 4 FERY OR CEEMATIORY 22d. LOCATION 


My, 4 fy T 
y, town, oF épupiry] (Siete) 


or its designated egent, prior to burial, cremation, or removel, and in eny eveg 


please execute the certificate, wr 


4 should be forwarded fo the Cl 
TO FUNERAL DIRECTOR: Page 3 should be used es a burial-transit permi 


220. seems 22b, DATE THERES 
pecify) pe fee Gf / 


the. REC'D BY REGISTRAR 


pareOCT 1.0 '61 


24b. REGISTRAR’S 


Cnthon 8. 


‘ATU 


within 24 hours after 


72 hours after deat! 


completely filled in by the funeral 
jon_papers. Pages land 2 should 


The law requires that the death certificate be exeg 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


4 CERTIFICATE OF DEATH 11265 


1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissiopt 
a. COUNTY a. STATE b. COUNTY ys 
Carroll MARYLAND Maryland Baltimore UV 


b. CITY OR TOWN (if oulside corporate limits, ~ |e. LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporele limits, write RURAL and give neerest town) 
write RURAL and give neerest town) 


= sville 11 mos.9day: Baltimore 28 


|. NAME OF HOSPITAL OR INSTITUTION {it not in hospitel, give street address) d. STREET ADDRESS. = . e. IS RESIDENCE 


$ ringfield State Hospital 200 Academy Road YX: yes] 80 


Y3. NAME OF — First Middle “4. DATE Month "Day “Yeer 
DECEASED 


iene) Bertha H.  Straughn iWatbeck DEAT" October 10, +19 61 


5. SEX 6. COLOR OR RACE! 7, MARRIED [AR never marie [-] | 8 ‘DATE OF BIRTH 19, AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS, 
aaiteralicey} sey Deys | Hours | Min. 


Female White wivowep [] —oivorceo (] | January 30, 188), TT ys. 


10a. USUAL OCCUPATION (Give kind of work T0b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Siete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife P eld Sets Maryland _ ee eS 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William L. Straughn Laura Steiner 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. irs (MANT | 


(Yes, po, or unkown) | (Ifyesgiveweror detesofservice) owar, ipiberk 5g Ke Gad any Sona 
No - a pringtieta th ospital | poord: ‘ 


'18, CAUSE OF DEATH [Enier only one couse per lin , (b), end (c).) ~ | INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: : 
IMMEDIATE cause (e) Mesenteric thrombosis 


y DUE TO. 
Conditions, if eny, which ») Old rheumatic heart disease __ 
geve rise to immediete ceuse 
(a), steting the underlying (° DUE TO 
cause lest. (e) 
fre OTHER SIGNIFICANT, ant Per emiste. bao TO OATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN iN PART Ia)( 19, WAS AUTOPSY 


assoc PERFORMED? 
° ase with psychotic reaction. enol 


202. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. TIME OF INJURY “Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 
ire oe While __ Not While factory, street, office bldg., etc.) | 
9 jet work [_] et work 


21. I certify that (!) (this hospital) attended the deceased from. 3 toQchoher..10, 19.61, that (1) (we) last 
saw the deceased alive on and that death occured af. LORMirom the causes and on the date stated above. 


fb G STAFF 2. SNE 
ATTENDIN' MED. 
mp. |PHYS. [] DIRECTOR [-] PHYS. [Xj J 10/11/ 


224. AEURESS 


20f. (City ortown) ———=—«( County) (Stete) 


MEDICAL CERTIFICATION, 


23a. BURIAL, CREMATION, 3b. ; 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION mn, town or county) (Stete) 
ere (Specify) 


urkal 10- sae 100. 2 Mary 


rant A Pema 


aryland —_ 
yo or eA y 258. REC’D BY =a) 2Sb. REGISTRARS SIGNATURE 
Bs rs 1361 


1 x MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH vi owt ONE 


aes Sea S 
2 3 = 1. PLACE OF DEATH a IP RESIDENCE (Whpre deceased lived. If institution: Residence before edmision) 
2° heey re i] MARYLAND eCOnnLy 
. oe M LLLVLUTA 
io Big b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY Hit TAN (IF outside corporote limits, write RURAL ond give nearest town) 
g S a2 A, RURAL ond giye nearest town) lh QO 
bmeeoed [Vd jet “bap tittitaly, 2Wtfe2igyah {yr7jsotal 
2 #2 u. NAME OF HOPTTAL (IF no) pg eR jve street le , d. STREET ABDRESS e. IS RESIDENCE 
Sgt NG ft VE INSTITUTION ‘ON A FARM? 
¢ 35 L422 V7 74 ves] Noe 
ce 
ca) 3. Le First tost 4, DATE Y 
a) BU DeCeaseD ey ie 4 Month Day ‘ear 
=e eee FRED etal ELH | tom OCT, 22 w6/ 
=e 5. SEX 6. COLOR ORRACE |7. MARRIED L] NEVER MARRIED [-] | 8. PATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS 
o y ee ces 7 G. Jost birthdoy) [Months] Days | Hours] Min. 
Afb: s WILMA wipoweD B yrs. 


10a. USUAL OCCUPATION (Give kind of work done 
duripg most of working }ffe, even if retired) 
AMAL -od hygal 
}. FATHER’S NAME 


yp 


10b. KIND OF BUSINESS OR IND} YY | 11. BIRTHPLACE (Stee or foreignxcountry) 12. CITIZEN OF WHAT COUNTRY? 


AWat z. 
WAS DECEASED EVN U: S. ARMED FORCES? 116. SOCIAL SECURITY NO. INFORMANT 
(Yes, no, or unknown) _AAIF yes, give war or dates of service) 
hoe 


INTERVAL BETWEEN 


1B. CAUSE OF DEATH [Enter only one couse per line for, (b), ond Jef.] F 7 Oren Able pean 


PART I. DEATH WAS CAUSED BY: |(Aerth 
IMMEDIATE CAUSE (0), 
Canx DUE TO soa ete ie gL 
E A 


Then please remave carbon papers. 


¢ Conditions, if ony, which (bo, 
E gove rise to immediate = i 
£. couse (0), stoting the under. ( CUETO en CHS o Piss es 
cos lying couse lost. (¢) Ly 
235 $ Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}]19. WAS AUTOPSY 
> e 
2 < yes] NO 
2 = |20c. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
= 
< & JOR CONTRIBUTING L] CAUSE OF DEATH 
© | QF EITHER, NOTIFY MEDICAL EXAMINER} 
& |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. farm, | 20F. (City or town) (County) (Stote) 
ray Hour o. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. 19 lot work [J of work TC) | 


After this certificate has been signed by the attending physician and camplet. 


21. | certify ot be the deceased fram. 
Yat f£7— 196, ___.., and that deafh accurred at 2,99 , fram the causes Rcd an the date stated abave. 


‘ADDRESS {Street, Dae, ar town, sipte) 2 pare SIGNED 

je | pe eee wo 093 & feds aes, 
pews LIE J Acne le MD, he A Mains dee wile ic 

720. BURIAL, CREMATION, Ne DATE THEREOF mM 


REMOVAL (Spacify) yh 
A ttl» O/ 2S, 


alive an_¢ 


OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 


e 


may be retained by the hospital ar atten 


TO FUNERAL DIRECTOR: 


page 3 shauld be detached far use as the buri 
the registrar priar ta burial, crematian, or remavol, and in any event within 72 haurs after death. 


° 
=z 
° 
i 


AS INERAL DIRECTOR'S 2g 2tipliay LA. 
VS AIS (4) Ww rie Sed 
3SM 9/5B \ beg 
7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
\ 47280 CERTIFICATE OF DEATH meant wal! 1267 


=aall 


ot mice: 
© 3 oF 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If intitutian: Residence before admission) 
g fy 2, CO ; AD Cw ” Manele b. COUNTY 
: ta es 
a b. CITY OR TOWN (If autside corporate limits, write | c, LENGTH OF STAY IN 1b <. CITY OR TOWNAf outside corporote limits, write RURAL ond give nearest town) 
2 a RURAL and give neorest tawn) ws) \ A, . 
ae, NACL (Pop IIB YP. WWhke2g74al Spi fap Fadia 
SS et8! ie ¢ ~ d. SPR oy (IF natin hospital, give patcvs ~ 8. STREET ADDRE «- IS RESIDENCE 
5 fs ¢ t 
N 2 
£ a5 LANA _ LN teetiak oz. U3 Gad St < Yes [] No &— 
6) = 5 3 NAME OF First Middle 4. DAW Month Day Year 
oT * E 
. =e (Type ar print) MARIORIE KUTH# WELLER DEATH OCT, 7° WES 
= = e I S. SE} COLOR OF 7. MARRIED [] NEVER MARRIED [] |B. DAT§ OF BIRTH DiRSG Un ee fae TYEAR]IF UNDER 24 HRS. 
+ = lonths| Days | Hours | Min. 
aoe J y 220 wiowen 2} pivorceo F] mee. LE4. C4 yrs. i? 
Ss €&. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF pOSINNESS OR INDUSTRY JM. Se tate or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
Pas a3 gefing most of working life, even if retired} 2 (24 é 4 ¥ Ds 
$ Bes CLAP ak ~fe-igls i Shtittan VITLLHt- 7 itlda Jad Lp rl Lf . 
8 885 13. ‘a HER'S NAME y, 7 a 14. MOTHER'S MAIDEN v2 
© C8 = 
B Ser 42 HOYT " ZA aAADAALLAPLL 
= £S3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. , eee lech aes 7) be. 
: a & = (Yes, 90, oF unknown) {if yes, give wor or dates of service) 
& 98s 6 -22-80/ 
Sant aS —— es Y) {ea 
3 Ese 18. CAUSE OF DEATH [Enter only one couse See line far (0), 2% ond (¢)-] UNTERVAL BETWEEN 
es PART J. DEATH WAS CAUSED BY: y : 
re Ce IMMEDIATE CAUSE (0). 
= Z 
5 = = 2 Ov] DUE TO 
= 

= B2> Conditions, if ony, which i (iste 
3 Bes gave rise to immediote 
5 62s cause (a}, stoting the under. ( DUE TO 
fees? tying couse last. (c) 
fecs fying <ousellcst 
23 oe a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 
= hb o —e * 

Paes iB yvesX] NoByY 
2aocga [vy 
be Eve Y 
rouge ) | E ] 200. acciDenT was UNDERLY inf 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il of item 1B.) 
Bees & | OR CONTRIBUTING C] CAUSE OF DEATH 
aeges © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ztzss & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Eo 8 33 I Sar. KE. 7" White, 5 eh wile foctory, street, office bldg... ah 
ageca = p.m. lot warl ‘of wart 
© a & oS O 
2252 21.1 certify tho} | of ended the deceased from...€LY (1998, to $10, 1964 that | lost saw the deceosed 
BSZ23 
2 ge2 olivetonse ee OP 19.6 4_, ond thot deoth occurred at Ff, 0 'M, from the causes and on the date stoted obove. 
Eso 39 ADDRESS (Street, city or tawn, stote) 0g TE SfGNED 
<500. ACTUAL ne Eee eee of he 46/6 
“y Pes SIGNATURE Wks ; 

psy 
2585 PHYSICIAN'S \i 
eaie NAME (Type) WIS 2 

ae v4 : 220. BURIAL, CREMATION, | 22b. DATE THEREOF Re. NAME OF CEMETERY QR CREMATORY 72d. LOCATION (City, town, ar caunty} (Stote) 
Qs5b es REMOVAL (Spesify) LD 
ofott eo VALI LIE La; (thiifed Ls Li thal Ly tat Pi i221 Le hy aA 
er \ 23. FUNERAL DIRECTOR'S SIGNATORE 0 "ADDRESS 24a. REGAT BY REGISTRAR | 24b, REGISTRAR'S SIGNATUR 
VS AIS (4) va ) c : J D ‘61 t 
15M 9/58 LZ Ce h ber Ae pptatl pitts DATE aC 13 '61 Cth £ Fass 


otic 


with 


in by the funeral director, 


eo after death. Page 4 


Pages 1 ond 2 should 


hysician and completely fille 
, and in any event, within 72 haurs after death. 


ing p 
Then please remave carbon papers. 
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After this certificate has been signed by the attend 


LOR ATTENDING PHYSICIAN: 


@ 


may be vetained by the hospital ar ottending physician. 


TO FUNERAL DIRECTOR 
the State Board of Health priar to burial, cremation, ar removal 


page 3 should be detached far use as the burial-transit permi 


TO HO 


ae 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


12% Ri 


CERTIFICATE OF DEATH 


11268 


1, PLACE OF DEATH 
a. COUNTY 


MARYLAND 


b. COUNTY 


b. CITY OR TOWN (If outside corporate limits, write 
RURAL and give nearest town) 


Near Winfield 


c. LENGTH OF STAY IN 1b 


yrs 


Near Winfield 


= Ceo — (Where deceased lived. If institutian: Residence befare admission) 


c. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 


d. NAME OF HOSPITAL (if not in haspitol, give street oddress) 


OR INSTITUTION 
P.O vke eR. D. 2 


d. STREET ADDRESS 


e. 1S RESIDENCE 
ON A FARM? 


ves (] NO 


3. NAME OF First Middle 
DECEASED 


(Type er print) MARY Ce 


fh baa 
DEATH 


‘Month Doy Yeor 


1961 


5. SEX 


RU IF UNDER 24 HRS. 


Hours Min. 


ISUAL OCCUPATION ( 
during most of working 


13. FATHER'S NAME 


” BIRTHPLACE (Stdte or foreign ae 


Balto vy, Ma 
14. MOTHER'S MAIDEN NAME 


Dally 


9. AGE (In years [IF UNDER YEA 
lost birthday) 
Ces 


12. CITIZEN OF WHAT COUNTRY? 


NM 
1s. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. 


(Yes, no. oF unknown} {IF yes, give war ar dates oF service) 


NO = — me ee oe ~ > eae oe sae oe es So 


17. INFORMANT 


M 


18. CAUSE OF DEATH [Enter aly ‘one couse per line for (0), {b], ond (c).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0). 


INTERVAL BETWEEN 
ONSET AND DEATH 


5 :} DUE TO 


Conditions, if ony, which 


| 


1460 


gove rise to immediote 
cause (o), stating the under: ( DUE re 
g couse last. (g 


bene 


Part Il, OTHER SIGNIFICANT CONDI’ 


INS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (0) 


19. WAS AUTOPSY 
PERFORMED? 


ves] No—) 


20c. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il of item 1B.) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
pom, 19 Jot work [[] at work 


MEDICAL CERTIFICATION. 


21. | certify that (1) (this bes pieH attended the one fram 


saw the deceased alive an. 30_ 


20e. PLACE OF INJURY (Home, form, | 20F. (City ar tawn) 


factary, street, affice bldg. sacl 


(County) 


(State] 


, that (I) (we) last 
and that death h occurred 236. PM, fram the causes and an ie date stated abave. 


ao ‘MED. 
M.D. DIRECTOR 


2c. PHYSICIAN'S 
NAME (Type) 


Howard KB, Hall, M.D. 


aa SS 


23a. BURIAL, Clery 23b, DATE THEREOF 


rial (14-2-1964 


24, FUNERAL DIRECTOR'S SIGNATURE 


ADDRESS 


C. M. Waltz, Winfiel@, Maryland 


‘23c. NAME OF CEMETERY OR CREMATORY 


Messiah Lutheran 


2d. LOCATION (City, town, or county) 


250. REC'D BY REGISTRAR 


cate NOV 2 ‘61 


(Stote) 


‘Wb. REGISTRAR’S SIGNA: hg 


Cite £ ens 


tensh 


within 24 hours after 


ian and completely filled in by the funeral 
on papers. Pages 1 and 2 should 


mhinsZ2 hours after death. 


te be exe 


ical 
ite 


Then please remove carb: 


|, cremation, or removal, and in any event, 


Wan. 
-transit permit. 


After this certificate has been signed by the attending physi 


: The law requires that the death certifi 
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TAL OR ATTENDING PHYSICIAN: 
ctor, page 3 should be detached for use as the burial: 


@ 


be filed with the State Dept. of Health prior to buri 


TO HI 
>T 
dire 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


nN Louisville Road 


12282 CERTIFICATE OF DEATH 1] 26.9 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, ff institution: Residence before edmission) 


“county Carroll o STATE Maryland b COUNTY Cornea 


b. CITY OR TOWN {if outside corporate limi ve OF STAY IN Ib Hc, CITY OR TOWN {if outside corporate limits, write RURAL end give nearest town) 
writa RURAL end ¥ heerest town) J 
+ le 


Finksburg Del m Finksburg 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! address) ~d. STREET ADDRESS . 1S RESIDENCE 
ON A FARM? 


Lovisville Road yes [] No[] 


3. NAMEOF First Middle ¥ Last | 4. DATE “Month Dey Year 
DECEASED , 
type or print Edward George Yaeger | DEATH §=Oct.9, 1961 19 


5. SEX &. COLOR OR RACE|7. married [DDNever MARRIED [7] | 8. DATE OF BIRTH "19. AGE (In years |IFUNDER 1 YEAR| IF UNDER 24 HRS. 


Male White wipowen fF] vivorceo [] July 10,1660 oe TO ae | ‘e 


10a. USUAL OCCUPATION {Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
dona during most of working fife, even if retired) 


Retired Wire Worker| Baltimore, Md. i Se Ue, 


13. FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
John Philip Yaeger Unknown 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT = ~~ Address 
{Yes, no, or unkown) | (Ifyesgi arardatesofservice) 


No 218-09-l,759 Bertram Yaeger, Finksburg RDL,Md. 


H [Enter only one cous ine for (e), (b), and (c).] | INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: en ee 
IMMEDIATE CAUSE (a)__ : GE aca a an 
c 


205 DUE TO 
Conditions, if any, whieh (bo) GA. : ; at Car € 5 gta F 


geve rise to immediate couse 


{a}, steting the underlying DUE TO 
cause lest. te) ~ é 1 
PART Il. OTHER SIGNIFICANT>C ONDITIONS CONTRIBUTING TO 0! 19. WAS AUTOPSY 
= PERFORMED? 
: yes [] NO ae 


20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert } or Part Il of item 18.) 
OR CONTRIBUTING [-] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) Sa. a 


20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) ~~ {Stete) 
Hour .m. While __Not While factory, street, office bldg. etc.) | 
19 et work ["] et work [7] 1 


I cer that (I) @hiehespitel) attended hia from. , that (1) (weFast 


saw the deceased , and that death occured from the causes and on the date stated above. 


220. Sc / 22b. DATE 


MEDICAL CERTIFICATION 


Sa See rs 
He San) OKatman |" Sphere , Hal 


. BURIAL, PREMATION! 23b:; DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) {Siete} 
REMOVAL [Specify] 4 . 
Buria Oct.11,1961 |Moreland Memorial Park Taylor Ave.Baltimore 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2Se. REC'D BY 44 Bt 2Sb. REGISTRAR'S SIGNATURE 


J.F.Eline & Sons, Reisterstown, Md. OFT 14 61 7 tha Kiet 


DATE 


: . MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, manneyy 
CERTIFICATE OF DEATH 60) 


. USUAL RESIDENCE (¥ ara daceaged lived, If institysion: Rasidenca bafore admission) 
b. COUNTY, 


. PLACE OF DEATH 
a. COUNTY 


a MARYLAND | 

b. Cr py OR TOWN (if outside corporeta limits, "| & LENGTH OF STAY IN tb | 
| 

| 

| 


e. IS RESIDENCE 
ON A FARM? 


ves XJ No hey 
‘3. NAME OF = First Middle is eet eee 
DECEASED | 
(Type or print) Pw ph fe D - lv pa a 
5. SEX j6 “| 7. MARRIED [-] NEVER MARRIED [HP | 8- DA‘E OF BIRTH cy “AGE (In years a A AR |_IF UNDER 24°HRS._ 


bighdey) | Months) Days | Hours | Min. 
WIDOWED DIVORCED 7| See ire, s Va yts. | 


ive street adgAss) 


led in by the funeral 


rs after death, 


AM vic 24 hours after 


After this certificate has been signed by the attending physician and completely 
age 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 shou 


Te. USUAL OCCUPATION (Give kind of work | 106. KIND OF BUSINESS-OR INDUS ‘ i. "“Y 4PLACE ( “J ty & State, or fSreign country) 12, CITIZEN OF WHAT COUNTRY? 
dong durin most gp working lifa, even if | 


74. HER'S NAME 14. WOTHER’S MAIDE! [AMI 
LeP pe tetiar 


‘AS DECEASED EVER IN U.S. ARMED FORCES? j 16. SOCIAL SECURITY NO.| 7. 17, INFORMANT 


*s, Saba): | Peapae teeing G~O (- kb é fx Toad, UWclheg - 


‘18. CAUSE OF DEATH [Enter only one cause per lina for (a), (b), and {c).] 


PART I. DEATH WAS CAUSED BY: 
+ IMMEDIATE CAUSE (a) __ 


/ ts x DUE TO 
Conditions, if any, which 

gave rise to immediete cause 

{a), stating tha underlying 

causa last, 


INTERVAL BETWEEN. 
ONSET AND DEATH 


The law requires that the death certificate be exe 
|, cremation, or removal, and in any event, withi 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[a)| 19. WAS EN 
PERFORMED’ 


yes [] NO 


20a. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Part | or Par Il of item 1B.) 
‘OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yaer | 20d. INJURY OCCURRED | 20a. PLACE OF INJURY (Homa, farm, © 201. (City or town) (County) (State) 
fide aan Whila __ Not While fectory, streat, offica bldg., etc.) | 


aie 3 |at work ["] at work 
21. | certify that (I) (this weir 4 attended the deceased from & wy 19642, that (1) (we) last 


saw the deceased alive on E ., and that death Sccirailh 
22a. SIGNATURE 22b. DATE 


ATTENDING STAFF SIGNED 
Ww ay ou DIRECTOR 07 pays. 


22. PHYSICIAN'S 


NAME [Typa) ¥ Ww i fF 0 Air =a Fie img woos 4 ester S mond ~ ~~ 


2. BURIAL, CREMATION, | 23b. DATE ber "Uy 23c._NAME OF CEMETERY, OR CREMATORY 23d, ATION (City, town or county) (State), 
poi (Speci ‘- bo) a y eo 
btn. Pb bee sg ADDRESS . ° 25a. REC’D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
"feud vamgcT 13 '61 Cath 8, Fath 


{th prior to buri 


MEDICAL CERTIFICATION 


‘AL OR ATTENDING PHYSICIAN: 


ERAL DIRECTOR: 
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be filed with the State Dept. of Hea! 


director, pi 
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